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Abstract

BackgroundStroke incidence is rising among workiage people, leading to

long-term disabilities that hinder employment. Due to rising economic

inactivity rates, helping people with lortgrm sickness to return to work

(RTW) is now a UK government priority. Ong@nygployer support is crucial

for ensuring sustainable RTW. However, employers lack the confidence, skills,

and knowledge required. Vocational rehabilitation (VR) (anything that helps

people with health problems to remain at or return to and siayvork) is

2F0GSYy dzyl @ At 06fS 2NJAYIFRSljdzr S F2NJ YS
needs. Digital, seljuided interventions may increase accessibility and
aOFtlFroAfAGe 2F xw YR adzLJ2 NI GKS bl GA
selfmanagemat of care by digital means. Literature searches identified self

guided, digital RTW interventions relating to conditions, injuries, or surgery

unrelated to stroke These interventionsdemonstrated promising results for

usefulness, acceptability, effectiness, and value for money. A gap was

identified for a digital, selfjuided toolkit to ensure sustainable RTW post

stroke.

Aimssm0O ! 3aSaa SYLX 28SNRQ ySSRa F2N &dzLJL
Apply theoryand evidenced &8 SR | LILINBE I OKSa (2 RS&ONMR
mechanisms and implementation strategies, 3}design a toolkit prototype

02 AYLINRGS SYListboReSMEvars. & dzLJL2 NI F 2 NJ
Methodology: InterventionMapping (IM) guided development of the Toolkit

for Transitioning to Employment After stroke through Mutual support

(TTEAM). The needs assessment (IM step 1) was conducted in two parts.



Firstly, a qualitativesystematic revievexploed¥ I OG 2 NR A Y Ff dzSy OA y':
RTW support for employees with acquired brain injuries and/or mental illness
Findings were synthesis¢kdematically Secondly, a mixethethods study

SELX 2NBR Tl O02NA AyTtdzSyOAay3a SYLX 2é& SNa
(employer interviews), and described frequency and distribution of emptoyer

related barriers (e.g., stroke knowledge), and their relationships with

emL)t 28 SNARAQ RSY23INI LIKAO OKI ndingdweseNR & G A Oa
triangulated with review findings. Three online employer workshops and

GKNBES | ROA&2NE 3INRdAzZL) YSSUAYy3IAa 6SNBE O2y
goal, content, and design (IM stepgl®, and selection of implementation

strategies.

Key findings:Across the systematic review (25 studies), employer survey

(n=50), and employer interviews (n=F) Ol 2 N& Ay Tt dzSyOAy3 SY
supportincluded:d G NB 1 S & dzNugelofdteoke@tecRimitatidns2 &

SYLX 28SNEQ NRfS IgFNBySaa yR O2YYdzyArAO
information provision from healthcare professiondisom this, it was

suggested employers need education on stroke and their fRalsted

responsibilities, and guidance on open communication (including finding out

stroke survivillBE Q 62 NJ | 0 A £ A U ESployersyhRngidedat JLI2 NI Y
organisation may benefit frommTEAMThe needs assessment, employer

workshops (n=12)nd advisory group meetings (n=2Qyolvingvarious

stakeholders) informethe development of TTEAMomprisingtwo eLearning

packages on Xerte with theorgnd evidenceébased content fara) stroke

survivors and b) employers. Prototype review by advisory group members



(n=15)suggested TEAM is empowering, offering key information and

practical toolsVarious implementation strategies were selectew;ludinga

user networkwith peer mentoringto support users in implementation and
application of TTEAM.

Conclusiont ¢ 9! aQa Rdzrf F20dza 2y SYL}X 28 SNB |
and supported by theory and research evidence. Furgretotype review

and refinement are needegrior to feasibility testingEngagement with

potential users and others, such as implementation science experts, with
diverse occupational industry/roles, geographical locations, languages,
cultures, ethnicities, and areas of expertiseéeded to infornrefinement of
TTEAM, and guidelans for evaluatings effectiveness, cosgffectiveness,

and implementation. By increasing acsde VR supporand reducing demand

on services, TTEAM m&y K I y OS & (i Niglttandivwkdgng, @ 2 NE& Q
upskill users in planning and managing a sustainable Rippveworkforce

sustainability reduce costsand contribute toUK economic growth.
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1. Background

1.1. Chapter overview
This chapter presents the context, background, and rationale behind this PhD
LINEP2SOGd LG AyOfdzZRSa Ll2aairiofS AYLI Ola
participation (including work), benefits of work for stroke recovery,
SYLX 228 SNAE Q NZXRiliti&an skppoRing MBpioydesyvihidisabilities
to return to and stay in work, and unmet vocational rehabilitative needs of
stroke survivors and employers in the United Kingdom (UK). A review -of self
guided and digital retursto-work (RTW) interventions also provided,
alongside rationale for development of such an intervention for stroke
survivors and employers. Finally, a brief explanation of complex intervention
development is provided, as justification for the structure of the PhD aims and

objectives.

1.2. Stroke and residual disabilities
Annually, 15 million people experience stroke worldwjitle Stroke can occur
at any age, but one in fowstroke survivorare agedunder65 yeard2, 3].
From 1990 to 2019, global stroke incidence increased by 70%, and occurred
predominantly among people aged less than 70 yg&rsSimilar trends have
been observed nationally, in countries such as BfagiMalaysig6], the
Netherlandg7], Francd8], the UK9], and the United Stateld.0]. Suggested
reasons behind these trends include improved diagnostic accuracy and stroke
awareness, atmospheric pollution, and increased prevalence of diabetes

mellitus, hypertension, obesity, alcohol abuse, tobacco use, and illicit drug use

1



[11-13]. In one UK study (N=94,567), the biggest increase in stroke incidence

from 2002 until 2018 was seen among people working in professional or

managerial occupation®]. The authors highlighted that long working hours,

low physical activity, and wostelated stress (common attributes of these

roles)are more strongly associated with stroke risk than myocardial infarction

[14]. Additional, agespecific stroke risk factors among younger women

include oral contraceptive use, pregnancy, and migraine with fyral, 15]

At youngerages, stroke can have lofigh a 0 Ay3 STFFSO0ta 2y AYyR.
family, and social life, whether it occurs during childhood, adolescence, or

during their most productive adult yeaf$6, 17]

Stroke occurs when blood supply to the brain is limited or stopped, causing
death of brain cells and loss of brain functi@8, 19] Stroke is a cause of
acquired brain injury, alongside other causes such as tumours, encephalitis,
and traumatic brain injury20]. There are twdypesof stroke: ischaemic and
haemorrhagic. Ischaemic stroke, where a blood clot or buaf plaque
interrupt blood supply, is most common and accounts for 85% of da8es

19]. Haemorrhagic stroke occurs when a weakened vessel supplying blood to
the brain bursts, spilling blood into nearby brain tiss{f& 19] Blood is toxic
to- and can increase pressure on brain tissues, causing further daj@ape
When brain function is lost, it can lead to impairments that manifest as
functional limitations, i.e., disabilities, that make it difficult for individuals to
interact with the world around them, and participate in activiti@®, 23]

Stroke has been associated with a greater range of disabilities than any other



health condition[24]. In the UK, almost twhirds of stroke survivors are
discharged from hospital with some form of disabi[@p]. Strokerelated
impairments include fatigue, pain, and impairments in communication,
cognition, movement, sensation, vision, hearing, bowel and bladder control,
and emotiong23]. Their cescriptions and linked disabilities are shown in
Table 1 The subsection that follows describes how strokelated disabilities

may impact activities and participation in society, and highlights the key role

employers can play in facilitating stroke recovery.

Table 1. Examples of strokelated impairments and linked disabilities

Strokerelated impairment |

Examples of linked disabilities

PHYSICAL AND/OR MENTAL

Fatigue:

Often occurs without warning. Very common
fatigue was seifeported by 48% of stroke
survivors in a Swedish registopsed study
(N=2850, age range: #83 years) at 12 months
poststroke[26].

Potential ssues withstamina,memory, and/or
control ofemotions. Tasks requiringental focus
e.g., analysing and interpreting report data, or
physical focus, e.g., wiring a circuit board, may
lead to tiredness.

PHYSICAL

Pain:

Manifests as badache, neuropathic (nerve)
pain, shoulder paingr muscle and joint pain.
Symptoms include burning, tingling, numbnesg
skin colourchanges, and aching.

Issues with sleeping, stretching limbs to full rang
of motion, stiff joints and muscles. May negative
impact ability to perform tasks requiring precisio
mobility, or repetitive movements like tool use,
lifting, and typing, or prolonged sitting.

Bowel and/or bladder incontinence or
urgency:

Unconscious leaking, and/or sudden and
uncontrollable urge to go to the toilet.

Experience ecidents unless permitted to have
regular bathroom visits.

Spasticity (stiff or rigid muscles):

Involuntary contracture of a muscle during
movement, causing tightness of surrounding
soft tissues and tendons.

If left untreated, may lead to joints becoming
stuck/frozen inabnormal positios. Difficult in
tasks or activities requiring flexibility of
movement, e.g., reaching overhead to retrieve g
object from a high shelf.

Muscle weakness:

Issues with balancestrength,and/or muscle
coordination Sometimes may manifest as one
sided (hemiparesisMay lead to difficulties with
walking or moving on/off furniture, movements
like pushing, pulling, and reaching, grasping, an
gripping objects.

Dysphagia (swallowing disorder):
Manifess as issues with chewing, sucking,
moving liquid or food into the throat (oral
phase), squeezing and swallowing food down
the throat, closing off the trachea (pharyngeal
phase), antbr opening and closing the

Difficulties with eating and drinking, e.g., clearin
of throat, food becoming stuck in or leaking from
mouth, sensation of something being stuck in
throat, difficulty breathing when eating or
drinking. May increase choking risk, cause
embarrassment and #eisolation, and negatively
impact productivity at work.




oesophagus to squeeze food down to the
stomach (oesophageal phase).

COMM

UNICATION

Aphasia (language disordef27]:
Altered cognitive ability to communicate or
dzy RSNBR Gl YR 20KSNBRQ O

May experience frustration when people do not
understand them. Difficulty reading and writing,
andproducing orunderstanding speech, (in seve
cases) may use irrelevant words when speaking

Dysarthria (speech impairment):

Inability to control muscles in the throat,
mouth, and faceresultingin slurred or slow
speech, and/or a quieter voice.

Others may struggle to understand ihepeech.

Sensitivity to sound:

Occurs when the brain is unable to keep up
with all of the sensory information it is
receiving.

Difficulty concentrating on someone else who is
speaking, or on a specific task, (increased
likelihood during social gatherings or busy
environments).

COGNITIONMND PERCEPTION

Memory:

Memory loss nay relate tovisual(faces,
routes, things seenyerbal (stories, names), or
informational memory(information and skills).

Issueswith remembering past or current events
information received, future plans, etc. May
wander or get lost in familiar locations/routes,
struggle to perform easy tasks, struggle to follo
instructions, misplace objects, and experience
difficulty reading and writing.

Spatial neglect:

Loss of awareness of things to one side. Mor
common with strokes that occur in the right
side of the brain (resulting in lefided
neglect).

Difficulties judging distances, e.g., when putting
cup down onto a table, or missing or bumping in
objectson their affected side.

Concentration:

May be unable to filter incoming information,
and focus attention on a specific thing. May
struggleto sustain attention for a period of
time. Pain, fatigue, or emotions may
exacerbate concentration issues.

Issues with processing information, e.g., if peopl
speak quickly, doing more than one thing at onc
keeping focus on a task, moving from one task t
another, and filtering out stimuli from the
surrounding environment, e.gwhenwriting an
email in a busy office environment.

Executive functioning28]:

Issues with the automatic processes in the
brain that enable people to organise/plan,
make decisions, problefsolve, and monitor
and adapt to changing situations.

May struggle with working out how to do things,
e.g., enter and save data in a spreadsheet,
manage work calendaplan outwork schedule or
steps needed to complete a tgsindependently
problemsolve, begin or finish a task
independently, or multtask.

Recognising things (agnosif9]:
Apperceptive agnosia:

Impaired processing of information received
(usually via one of the senses) about an obje

Associative agnosia:
Impaired recall omemorised information
about objects.

Apperceptive agnosia:

Inability to recognise objects by sound, sight or
touch.E.g, may be able to describe a cup
someone is holding a#hite,(but not be able to
recognise it is a cupf asked to describe a cup,
they might know what it is and be able to explair]
its purpose.

Associative agnosia:
Inability to remember the name and functional
purpose of a visible item.

Apraxia[30]:
Impaired planning of movement.

Difficulty movingwhen needed. May lead to
hesitaton before attempting tasks, aslow
performance of a taslkand/or with the wrong
amount of force or direction.

EMOTIONAL AND

BEHAVIOURAL CONTROL

Emotional changes:

Biochemical strokeelated changes in the brain of the rehabilitation procesand working rolg

can cause depression. Other emotional chan
may include anxiety, frustration, grief,
impulsiveness, apathy, delirium, or the

Pseudobulbar Affect (exaggeration or mismaf may lack drive.

Participation in activities (including those as part

may becomechallenging, e.g., due to depressive
symptoms like decreased energy, feelings of
hopelessness and pessimisThose with apathy




of feelings and expression, e.g., laughing at g
funeral).

Emotional lability (difficulty controlling
emotions):

Emotions more intense, moods may change
quickly.

May laugh or cry suddenly for meason, express
emotions more intensely than before the stroke.
Emotions may seem uncontrollable, come and ¢
quickly, and/or seem out of place. May negative
impact social interactions (including those within
and as part of a working role) and professabn
relationships.

VISION AND HEARING

Visual disturbances:

Hemianopia (visual field loss):

Loss of vision in part of their visual field; can
affect one or both eyes

Diplopia (double vision):
See two of everything, negatively impacts
depth perception.

Oculomotor dysfunction:
Eyes unable to track or move smoothly acros
objects.

Visual midline shift:
Leads to perception the floor (and sometimes
walls) are tilted, causing the body to tilt to
compensate.

Hemianopia (visual field lossyliplopia (double
vision), oculomotor dysfunction:
All cause difficulty with reading.

Visual midline shift:

Issues with balance. May make it difficult to
perform tasks that involve precise movements
such as bending, carrying objects, standing for
prolonged periods, using machinery or equipme
requiring stable footing.

Hearing:

Sudden hearing loss, often accompanied by
vertigo and sometimes nausea, vomiting, and
balance issues.

SAFFAOMZ &8 KSFNRy3I 201
sounds in the surrounding environment, e.g.,
phone ringing, car approaching. Most stroke
survivors experience complete or partial recove
of hearing by one year postroke.

Note: All information cited from the American Stroke Association welp3itg unless cited otherwise.
The number and types of strokelated impairments differ across stroke survivors.

1.2.1. Impact onactivities and participation in society

The impact of a stroke on brain function depends on its location, and the

extent of damage causdd9]. Daily activities commonly impacted include

walking, toileting, eating, washing oneself, and dres§aaj. Difficulty

LISNF 2 NY A y 3

G6KSasS WRI AT &

challenging to carry out setfare, but also affect other activities and roles,

such as those relating to work. For example, if a stroke surhasdifficulty

with toileting, it may cause frequent disruptions, distress, and/or accidents,

and reduce productivity and confidencetrokerelated disabilities can also

5
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directlyimpact work performance, with examples including physically

demanding tasks, typing, literacy, planning, communicatmm, conflict

resolution[33-35]. In combination, these disabilities may negatively affect a
AOGNR1S adz2NDAG2NRA ¢ 2-ddtiond bundkeydN=83v8ERp @ | C
compared selreported activities between stroke survivors and individuals

without stroke, aged 1%9 years (sample €3 not reported)36]. Stroke

survivors were less likely to report that they were in work (Mean=35.9%,

SD=4.8 vs. 72.2%, SD=0.5).

t NEY2GAY3 AGNR1S ad2NDAG2NEQ 20SNIff 7Fd
successful RTWih a UKbased stroke registry studgyerall functional

independence (Barthel Index of 19 or more, n=450) was statistically

significantly associated with RTW within eyear poststroke (p<0.01)37].

Whilst functional independence can be improved throdlgérapistdelivered
rehabilitation, employers may offer reasonable adjustments to support the

NEKFOAfAGEFEGAGBS LINRPOS&aad C2NJ AyaidlyoSs

(Vp))
QX
-+

I a0NR1S adzNDADG2NRNA Y20AfAle Aaadz
workplace and thegoal is to gradually increase the distance walked, they may

adjust their working hours to increase travel time, or offer the option to work

from home on rest dayshus, ly offering practichsupport for related

activities outside of the workplace, as well as those directly involved in the

g2NJ] NBfS> SYLX28SNB YIeée LXle | 1S& N

activities and participation, ultimately aiding their recovery.



1.2.2. Benefits of work for stroke recovery
Work can provide a sense of purpose and-galfth, social contact, identity,
routine, and structurg38]. Paid work, i.e., employment, is also the
predominant means by which most obtain economic resources required to
Fdzf £ & LI NI A OA LI3Y). She gefieralicdrirénsufacross 2 OA Sl @
healthcare disciplines, charities, employers, insurargltrade unions is that
sick and disabled people should be encouraged and supported to work, as
soon as their health condition permif89]. This approach aligns with policy
AYAGALI GADPSE YR AYRSLISYRSY(l GHOASsas A
Britain Workingwhite paper[40]= [ 2 NR 5F NI A Qa Ay @SadaAaal (
performance[41], andprogrammes such as the WorkWell pil¢42]. Work
can minimise harmful effects of prolonged sickness absence and reduce risk of
long-term incapacity and povertj89]. Work is also considered therapeutic

and beneficial for recovery and rehabilitation.

In the context of strokethe workplace can provide safety and security during
the RTW proceg93]. Poststroke RTW has also been associated with lower
rates of anxiety and depression, higher ratings of subjective wellbeing, self
rated health, and life satisfactid®7, 44} and can act as proof of recovery

[35, 45] In contrast, no RTW postroke has been associated with financial
challengeg46], isolation, poor coping ability, depression, cardiac disease, and

even increased mortality ratdd7].

Ina scoping review of barriers and facilitators to RTW {stisike (including

106 sources48], the two most commonly reported facilitators included work



adjustments (24 sources), and having a supportive employer or supervisor (21
sources)48]. Both facilitators were categorised undemployer highlighting
again the key role employers have in supporting stroke survivors in their RTW

and recovery

13.EYLX 2@ SNRAQ NP S & duking fhe RI/Prodesg a A 0 A f A (A
1.3.1. UK Egislation

Various pieces of UK legislation exist to guide employers in their treatment of
and support for people with disabilities. For example, the Equality Act 2010
[49] safeguards people with protected characteristics, such as disabilities,
from discrimination at workDisabilityin this Act is defined as a physical or
mental impairment that has substantial, logrm negative impact on their
ability to perform dayto-day activitiesSubstantiameans it takes longer than
usual for a person to complete a daily task, &mulyterm is classed as 12 or
more months(50]® 9 YLJ 28 SNBQ f S3AFf RdziASa AyOf d
0SAY3I RAAONAYAYIGSR F3IlFLAyald o0& 2G0KSNARX
avoiding, and taking steps to prevent discrimination in any aspect of work. As
part of this, employers are obliged pyovide reasonable adjustments for
employees, workers, contractors, selnployed people, and job applicants
[51]. Reasonable adjustmengse changes made to reduce or remove
RAaAFRGIYyGFr3aS NBft I (R Sick adjustmeldNake2 Yy Qa4 RA &
O2yaARSNBR WNBIazylroftSQ AT (G4KS& |NB ¥
effective at removing or reducing the disadvantage, and do not negatively

impact health and safety of the person or oth¢s4]. Examples of reasonable



adjustments include altering the workplace (such as moving furniture to

improve access for a wheelchair user), altering working arrangements (such as
changing working hoursinodifying policies or procedurending alternative

ways of doing things (such as offering different responsibilities), and providing
support, services, or equipment (such as a workplace buiédy)52]

Reasonable adjustments are unique to thdividualand can change their

disabilities and needs changéan individual believes they have been

discriminated against, they are advised to try to resolve the issue through
AYUSNYLFE g2NJLIX | OS LINRPOSRdA2NBasz 06SF2NB
O2YyOATALIGA2YQ LINRPOSaa 27T nEMErRtiome (KS !
ServicgAca3. As a last resort, they may decide to seek legal redress through

an employment tribunal53].

The Employment Rights Act 19f8l] covers topics relevant to employment
rights, including employment contracts, Sunday working, employer

insolvency, protection of wages, statutory sick pay, unfair dismissal, and
redundancy payments. Under Section 98, one reason for dismissal can be that
employees do not haveapability, i.e., skill, health, aptitude, or physical or
mental quality to perform the work they are employed to [#el]. Prior to
dismissal, an employer should explore all options for supporting the employee
to return to and/or stay in work55]. If an employee believes they have had
unfair deductions from pay or been unfairly dismissed, they can seek
resolution through internal workplace procedures, the Acas early conciliation

process, or through a claim to an employment tribujt, 55]



Under the Health and Safety at Work Act 1938], employers are legally

obligated, where reasonably practicable, to ensure the health, safety, and

welfare of all employees. For instance, by considering how and when the

SYLX 28SSQa KSIftiK O2yRAUGAZ2Y 2NJ NBlFaz2yl
others at ri& of harm. If an investigation finds that an employer failed to

comply with these obligations, and it resulted in serious risk, iliness, or injury,

then criminal proceedings may be initiated. Depending on the seriousness of

the breach, penalties may incladines, imprisonment, disqualification, and

where gross negligence has led to death, a corporate manslaughter charge

[57]. Maximum penalty under the Corporate Manslaughter and Corporate

| 2YAOARS ' 00 Aa ty dzyft AYAGSR FAYSIZ | yR

conviction and find57].

In April 2024, the Employment Relations (Flexible Working) Act [B&23

came into effect. This Act states that employees can request flexible working
arrangements from the first day of their employment (as opposed to the
previous timepoint from 26 weeks of employmgh8]). Such arrangements
may include requests for flexitime, paitne, termtime, or compressed

hours; and/or different working locations. Under this Act, employers are
legally required to consider and respond to flexible working requests within
two months. Enployers must be able to explain their reasoning behind any
rejected requests. Permitted reasons for rejections include: extra costs that
are damaging to the organisation, planned changes to the workforce, lack of

work available during the proposed workihgurs, organisational inability to

10



meet client demand, effects of flexible working on quality and performance,
and inability to recruit or reorganise staff to meet work demaf@3]. Prior to
enforcement of this Act, a survey of employees and employers (N+2049
sample sizes not report@devealed thabnly 51% of employers were aware
of the proposed change to make the right to request flexible working
arrangements from day one of employment. At the same time, lack of
flexibility had prompted employees with a disability and/or letegm health
condition © leave a job (21%) or change career (32%) irptegiousyear.

Lack of flexibility has been reported as the determining fabtdrind stroke
survivors staying in or quitting work, even years after their stroke and RTW
[61]. These findingsalong with the potential implications of nesompliance
with legislation highlightthe critical importance of incorporating education
2y GKA& G2LIAO Ayid2 we¢2 3IdZARFYOSI LI NIA

responsibilities.

1.3.2. PublishedUKguidance
UK-based organisations such as Afg] and the Chartered Institute for
Personnel and Developme[@3] have produced guidance for employers
supporting employees with disabilities. Topics include legal responsibilities,
reasonable adjustments, accessibility, discrimination, and/or management of
SYLJX 28SSaQ RSOSt2LIVYSYld | yR LIShEFE2NXYI YOS
guides is not presented in relation to the RTW context, and where RTW is
mentioned, the linked guidance is brief, and does not consider issues that can

arise with certain health conditions and injuries. For instance, while the

11



severity and impact of stroke varigsis increasingly being recognised that
stroke results in a lonterm process of emotional adjustmef@4]. Following
discharge from hospital, stroke survivors may experience a sense of
abandonment, guilt, anger and frustration at the change in their abilities,
depression, and grief over the loss of their {steoke lives and identitief64].
Sroke survivors may experience reduced safficacy and confidenctor
RTW and concerns relating to their work abilities and previous work roles
[65]. They may also experience cognitive issassnemory issues and/or
impaired insight, which may hinder them from understanding and adjusting to
their poststroke level of abilities and limitatiorj65]. These challenge®veal
a gap incurrentguidanceas it fails tgprepare employergor potential

challenges andupportneeds ofemployeegeturning to workpoststroke.

Moreover, in workplace health guidelines, the National Institute for Health
and Care Excellence recommend that where a RTW has taken place,
employers meet with employees and healthcare professionals regularly to
review and monitor reasonable adjustmerjé6]. However, access to

healthcare professionals is not always guarantesb§ub-sectionl1.4.7).

1.3.3. Challenges stemming from insufficient knowledge,
confidence, and skills
Limitations in confidence, skills, and knowledge can hinder employers from
understanding specific impacts of a stroke on an employee, and knowing how
they and others can support them to have a sustainable RAONinstance,

employers (particularly those without relevant policies, support, experience of

12



long-term sickness absence management) often lack skill and confidence in

initiating conversations about and managing R[B4/, 67] In a qualitative

Fylrfeara 2F AaGNR|1S adzNDABdasbdy@ 2yt AyS T

Smeekens et glone stroke survivor believed their employer did not initially

O2YYdzy A OF S ¢St {[3&] HoweRer, gnceithe @riRployle A Odzf G Q

f SFNYSR Fo2dzi G0KS AGNRB{1S adz2NUAG2NDa

understanding and supportive. In this instance, it appears the lack of

RA

g NBySaa 2F (GKS a0NR1S adz2NDAG2NDa RAA

initially ladking or not applying communication skilEmployers may also lack
confidence in communicating with stroke survivors about their stroke and
related disabilities. In a qualitative study by Coole et al., interviews were
conducted with employers (N=18) in the UK, including line managers, small
business owners, and tHfnanResources (HRInd GzcupationaHealth (OH)

staff. Most of these employers had supported employees to RTW after stroke

OyIrmMmno YR RSEAONAROSR 02y OSNY &3]l 6 2 dzi

Furthermore, stroke survivors themselves may not always disclose their
support needs to employers, e.g., due to a fear of being perceived differently
in their work environmen{35]. Where managers and supervisors have skills
in etiquette, listening, conflict resolution, and providing reasonable
adjustments, it may foster positive employemployee relationships and
facilitate open discussions and disclos{68]. However, where these skills

are limited or absent, disclosure from stroke survivors may not occur.

Elsewhere, notRA & Of 24 dz2NBE 2F OKNRYAO AffySaa
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previous negative experiences with disclosure, perceptions of a negative,
unsupportive work environment, and fear of stereotyping, prejudice, and
discrimination[69]. In line with this, Coole et al. suggested that stroke
survivors did not disclose their support needs due to perceptions it may
increase their redundancy risk (where organisations had uncertain economic
forecasts)33]. Consequences of nedisclosure in the Coole et al. study were
that employers did not know how to manage stroke survivor employees when
they made mistakes, appeared unwell, or were not completing tf&Xs
Disclosure of support needs is also important for ensuring suitability of
reasonable adjustments, e.g., reduction of working hours to facilitate fatigue
managemen{70]. Thus, if disclosure does not occur, suitable adjustments
may not be made and stroke survivors may lack conditions for a sustainable

RTW.

In a qualitative study by Moore et al., stroke survivors (N=16) described how
employers and cavorkers lacked understanding of stroke, its potential
impacts, and support that would be help{ull]. In particular, stroke survivors
with aphasia felt misunderstood, and were required to educate others on
their aphasia and explain how others might help them at work, e.g., by
providing prompts when they were experiencing wdnading difficulties. In

this study, stroke survivors highlighted a need for emplegeused stroke
education and training on stroke and its potential impd@ts]. Other

knowledge deficits identified among employers include equality legislation

and disability managemeii83]. In the study by Coole et al., these knowledge

14



deficits were particularly noticeable among employers based within small
businesse$33]. For example, one managing director expressed uncertainty
over what constitutes a fair dismissal. Furthermore, in the study by
BalasooriyeSmeekens et algoing beyond a planned phased RTW period
and/or invisibility of impairments, led to employers and colleagues believing
that stroke survivors were fabricating their issues, lazy, and/or
underperforming[34]. The consequences of this were that stroke survivors

felt frustrated, and in some cases, were at risk of losing their job.

9YLJX 28SNER Oly Ffaz2 AYLIOG I adNR1S &dzN
their stroke. In a study of South London Stroke Register data from 1995 to

2014, rates of stroke survivors (n=940) in paid work declined over|[Bifie

At one year posstroke, 172 (18%) were working, but this declined to 113

(12%) at five years, and 27 (3%) at 10 years. A similar trend was observed in a
Helsinki registry study from 1994 to 2007 (N=769), where the number of

stroke survivorsot working poststroke increased from 289 (37.6%) at one

year, to 323 (42%) at two years, and 361 (46.9%) at five y&2fkAuthors of

020K addzRASa adza3Ss arélded impaitrheits SUhEsOA & A0 f S
fatigue and mild cognitive impairment may explain the trends obsef8&d

72l 5SLISYRAY3A 2y (GKS AGNRB{1S adz2NDAG2NDa
can majorly hinder RTW, yet are often missed in acute anehsute

inpatient therapy assessmenf87, 72] Stroke survivors may not receive post

acute rehabilitation, and these impairments, e.g., fatigue, may only be

NBIfA&SR dzLl2y G K 961jaThéé®syrfpto@mcichlipardse N a wd
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and even years later hinder a stroke survivor from staying in wewk.

example, in one qualitative study (N=9), high work pressures and effort

involved in performing a work role led to extreme fatigue, and negatively

AYLI OGSR aiNR1S adzNIBA @2 NR[QL). K6re tadeK | Yy R
these circumstances led to a stroke survivor quitting work. If this stroke

adzZNIA P2NDa SYLX 28SNJ KFR dzyRSNEG22R (KS
pressures and load accordingly, it may have prevented loss of the stroke

survivor from the workfoce.

The consequences of unemployment can include financial hardship and loss of
meaningful social relationships and independefit®, 74] At the same time,
employers may experience feelings of frustration, inadequacy, sadness, guilt
and regret[75, 76] Their organisations may incur additional costs associated
with longterm sickness absence, loss of a valuable employee, temporary
reduction or loss of productivity, and recruiting and training of a replacement
employee. In the UK, the average cost assed with replacing an employee

is £25,000, however this can range between £40,000 to £100,000 for those in
senior or specialist rolgg7]. Employee turnover can also negatively impact
morale in the workplac§78], which in turn, can lead to absenteeism,

increased conflict among employees, higher error rates, poor work quality,
and further employee turnove79]. In 2015, it was estimated that loss of
productivity among stroke survivors, i.e., their reduction or loss of
employment, cost the UK £1.6 billion, and this is predicted to rise 136% to

£3.1 billionby 2035[80]. By that time, it is also estimated over 173,000 stroke
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survivors will be missing from the UK workfof8&], contributing to the

persistent employment gap between disabled and fstheabled working age
people (recorded as 54% versus 82% in 2023) Increases in life expectancy
and growth of the elderly population suggest there will be increased future
demand on public services and a shrinking workforce. Gradual increases in UK
state pension age also mean that many workersraoe required to work for
longer[83], placing strain on those in demanding jobs and/or poor hedlte
number of people economically inactive (out of work and not looking for

work) has risen by 900,000 since 2020, and 85% of this rise was due+o long
term sicknes$84]. In the aftermath of the COWII® pandemic, this has been
attributed partly to increased rates of mental illness and musculoskeletal
disorders, long COVID, longer NHS treatment waiting[85is and factors

related to the benefits systerd0]. As of July 2024, the UK was the only G7
country whose employment rate had not returned to gpandemic levels

[86]. Reintegrating 50 to 75% of those inactive due to @1y sickness

O2dzA R LRISYyilGAlIffe o022ald GKS ! YQa DNRa&aa
[84]. In November 2024, the UK Government announced reversing economic
inactivity rates due to sickness a national priof#Q]. As part of this,

supporting employers to recruit and retain individuals with health conditions
and/or disabilities is considered key for fostering a more resilient, equitable

labour market.
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1.4.Unmet needs of stroke survivors and employers in the UK
Some individuals with mild stroke may require minimal support to RTW, e.g.,
through guidanceand signposting87]. Others may experience strokelated
restrictions that hinder their RTW and work participation, resulting in a need
for vocational rehabilitation (VR$8]. VRis often delivered by healthcare
professionals, anthvolves a multprofessional approacthit is defined as
anything that helps those with health problems to remain at, or return to and
stay inworf88,89]LYy (KA & O2yGSENFETEAEARBENY I QYN
healthcare professionals with complementary skills and backgrounds, working
towards common goals via open communication, shared decision making, and
interdependent collaboratiofi90]. Examples of goals include those related to
work preparation (such as developing stamina, strategies, and skills for RTW),
work retention (including troubleshooting difficulties that may arise upon a
RTW), and/or finding an alternative role in work, oo#rer domain, e.g.,
f SAadz2NBd® 5SILISYRAY3I 2y GKS aiNR1S adzNIDA
services, VR may be provided by occupational theraf31s)
neuropsychologists, speech and language therapists, physiotherapists, VR
practitioners, case megers OHprofessionals, and/or social workers.
Aspects of their support may include, but are not limited to: providing
specialist assessments and recommendations regarding function and work
ability, support with decisions about RTW, goal setting and interven{sunsh
as developing a RTW plan), signposting to resources, and liaising with
employers to educate them on stroke, stroke recovery, and the stroke
adzNIDA @2 NDa w87, 98 Gdhipa\differgh@SiRealthcare
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and insurance systems, reporting standards, and data availability across
countries, a focus has been made on VR support provision within UK systems,

as follows.

1.4.1. National Health Service (NHS) support
NationalUKclinical guidelinegor strokerecommend that stroke survivors and
employers receive support from a VR professiowith knowledge of the
A0NR 1S adzdhiedredddaidisanss Miir RTW, taking into account
the support available and the job roj82, 93] However specialist NHSR
services are rarely commissionatkemed less essential than other
commissioning prioritief94, 95] In 2021, only 7.4% of posicute services
audited through the Sentinel Stroke National Audit Programme for England
and Wales had commissioned a VR serf@é¢ Furthermore, only 50% of the
20 Integrated Stroke Delivery Networks in England and Wales provided VR.
Among these, 75% lacked set VR schedules, and investigations into the
appropriateness of VR doses were sugge$®&dl Another issue is that,
where VR services are availabiet all stroke survivors wishing RTW will be
referred for input As alluded to in sulection1.3.3 acute or sukacute
inpatient therapy assessmentseanot carried out in realife settings; and
tend to be focused on activities of daily living such as washing and dressing,
rather than work.Thus, any potential issues with work performance and
participation, including invisible impairments such as fatigue and memory
issues, may not be identified. In particular, those with milder impairments

YIe Wat ALl §KNRdzZAK (KS onafyindepender®, withkK S &
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no further need for rehabilitationin the community General Practitioners

(GP) are not always aware of strokelated invisible impairments, or

relevant VR support services that they can make referra]87p In the event

that a stroke survivor is referred on to a specialist NHS VR service, the service
may not be able to provide support in a timely manner, given the demand for
these types of servicd87], and may be inadequate duesufficienttraining
andtenuous crosssector partnership$94]. For example, healthcare
professionals delivering VR do not always have confidence to engage with

employers and/or see it as part of their renf@4].

Based on the above, it could be suggested that stroke survivors with mild

stroke severity (including those with invisible impairments), and their

employers, may benefit frora RTWinterventionthat A & -diElesl€.&, not
requiringindividual support from a therapist or trained persf88]. These

interventions sometimes take the form of a toolkit., a collection of tools

with a specific focus on a single audief@®8]. Toolkit resources might include
educational materialsassessment tools, and planning tools, and aid

translation of evidence into practid@9, 100] Research shows that such

toolkits are acceptable and useful to both employers and employees in the

context of RTW following sickness absefi@l].Ly bl { 9y 3f I yRQa Y
strokeVR a selfguided toolkit intervention for stroke survivors and/or

SYLX 28SNE YIe SEAal Il tS@St oz AdSo:
Interventions at this level would typically be delivered to all stroke survivors in

all stroke services, unlessais identified that they had complex needs and
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required support through local RTW services (level 2; with RTW plan
implemented within six months), or specialist regional VR services (level 1;

where RTW plan would take more than six months to implenj&@g).

1.4.2. Support from the workplaceandtrade unions
In the workplace system, organisations may relyHRprofessionals to advise
on RTW after longerm sickness abseng¢#03]. Other organisations may
employ an irhouse OH service, outsource ongoing work to an external OH
provider, or access an OH provider as and when neg¢tigéd] 105] OH staff
can include specialist physicians and nurses and/or other professionals, e.g.,
OTsphysiotherapistsand psychologists, who advise the employer and
employee on fitness to work, and compliance under the Equality Act (2010)
[106]. However, micrg small, and mediurssized organisations do not always
have access to these supparrviced33, 66] In a survey of employers
(occupational roles not reported) from organisations of different sizes,
regions, and sectors in Britain (N=4,003), nearly three times as many large
organisations (89%) provided OH or VR support compared with small
organisationg27%)[105]. Among those who did not provide this support
(n=2,171), reasons included perceived lack of demand (53%), lack of cases
(27%), and unaffordable cost of support (11P)thermore, where OH staff
are involved, assessments are often thoenstrained, i.e., 380 minutes
duration, and telephonéased, with different staff involved at different
staged33, 66, 107] OH staff are not trained to be knowledgeable about

specificlongterm health conditions. Unless they have had strecific
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professional experience and training in previous roles, they may not always
understand potential impacts of a stroke on work capab|By]. Altogether,

this limits opportunities for accurate and comprehensive assessments, limits
usefulness of guidance on RTW planning and management, and means there

is no continuity of support for stroke survivors and their line managers.

Organisations may also offer employee assistance programmes. Such
programmegdelivered by thirdparty providersysupport and advise on
personalandworltNB f  § SR A &aadzSa FFFFSOlAy3a GKS
performance[108]. Confidential counselling, referrals for mental health and
wellbeing support, access to wellbeing portals, and guidance and telephone
support for managers are examples of what is provif8, 109] However,

these programmes are not comprehensive VR support packages, nor are they
specialised to stroke and the RTW context. Furthermore, given that their
services are contracted from external providers, they may not haxdepth
understanding of a stiee survivor employee or their specific work role and

environment.

Stroke survivors may also gain RTW support through being a member of a
trade union[110]. Trade unions can assist with understanding and applying
for welfare benefits, and work with stroke survivors and employers to ensure
compliance with the Equality Apt9, 111] They can also act as health and
safety representatives by contributing to risk assessments and investigating
potential hazard$112], and provide legal representation and support to

members if needed113]. Depending on the organisation, aspects of this
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support may be sourced through health and safety officers, corporate legal
teams, workplace mentors, wellbeing and inclusion officers, disability support
services, and peer support networkske OH and HR staff, these professionals
would not be trained in specific health conditions, and may lack expertise to

provide strokespecific RTW guidance.

1.4.3. Support from the insurance system
In countries like Iceland, Slovenia, Croatia, Sweden, Finland, and Germany,
nationwide social insurance schemes provide VR forlsitdd employees,
often coordinated by public agencigkl4-116]. However, no such comparable
system exists in the UKnstead, insurance policies may be taken out by an
organisation for their employees, or by an employee themselves (including
those who are selemployed). For example, income protection insurance pays
2dzi a2YS 27F | LRt AOeK 2 ftoRverNddéito disgbiitg YS A T
or sicknes$117]. These regular income payments continue until the individual
returns to work or retires. Income protection insurance may aiscude
rehabilitation benefits, including R18, 119] Insurance companies may have
their own inhouse rehabilitation teams that can provide VR suppd20], or
they may outsource this to specialist providdd1, 122] Critical illness
insurance, on the other hand, provides a lump sum upon diagnosis of an eligible
health condition or disease, such as stroke, cancer, or heart gtt28« 124]
Depending on the specific policy (note: some are designed with provisions for
LI 8Ay3 2FF GKS LRtAOCeK2f RSNRa Y2NI3l 3s

to spend the money as they wish, e.g., to cover rehabilitation and medical
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expenses, or replace lost income. Additional support services offered through
these protection insurances may include healthy lifestyle support, viGRl
services, and employee assistance progrdd®5-128]. The Association of
British Insurers analysed the health outcomes of people (N=16,365) who
received VR through five participating insurance companies between 2019 and
2021[125]. Findings showed that 14,0786%) of these recipients successfully
stayed in or returned to work following insureprovided VR. Among these,
most cases were based in large organisations (>250 employees); only 4% were

individuals, and 8% were based in small or medaired organisains.

Stroke survivors and/or employers may not always be able to afford
protective insurance premiums, or think cover is nee{lHab]; they may lack
awareness of the VR accessible through income protection ¢a28i, or
understand VR and its potential benefits in the first plfd@5]. Stroke

survivors may also be discouraged from taking out or making a claim related
to income protection insurance, due to potential impact on their Universal
Credit entitlement In the UK welfare system, Universal Credit is a payment to
support people with their living costs, and this includes those unable to work
(or limited in their work capability), due to a health condition or disability
[129]. Ifan individual on sickness absence receives income protection
insurance payments, these can reduce their Universal Credit entitlement on a
pound-for-pound basis, thereby eradicating any financial benefit of the

insuranceg125].

24



Other issues accessing insuf@pvided VR (and financial payouts enabling VR
access) may be related to policy stipulations, or the nature of claim processes.
For example, some policies will not pay out unless a severity threshold is
reached and permanenmpairments proverj130, 131] Depending on how

and when these impairments are assessedpuld mean that those with

milder severity of stroke may miss out on payowl#oke survivors may also
experience lengthy claim processes, e.g., around eight weeks with
consideration of medical eviden¢#32], and payouts delayed by up to 90
days[133]. Delayed or rejected claim payouts are particularly difficult for

those not eligible for occupational sick pay, and may lead to premature,

unsupported returns to work to maintain financial income.

1.4.4. Support from the third sector
The third sector is an umbrella term covering rgovernmental, norprofit,
and valueddriven organisationfl34]. In the UK, employers may access advice
and guidance for supporting stroke survivors through employer membership
associations, such as the Business Disability Forum, MAKE UK, and the
9YLX 28SNBEQ bSig2N)] MEIBN3I7P Tjhdge Goluriiagy | y R
associations unite organisations, often within a specific sector, to work

towards common objectiveld 38] such as improving disability inclusion.

While these associations provide representation for organisations on wider
policy and practice, they also provide specialist services for paid members
[138]. For example, membership may include access to specialist training,

resources, and expert oA®-one advice on equality, diversity, and inclusion,
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health and safety, employment law, and HR5-137]. Through these

channels, employers may receive advice on embedding disability inclusion

practices in the workplace, health and safety risks, changes to employment

law, and best.JNF OG A OS &az2fdziAz2ya F2NJ Fye& AaadzsS
Employer membrs may also receive access to webinars, podcasts, written
resources, or videos on specialist topics like diverse communication needs,

tailored reasonable adjustments, performance management, and disability

and employment, all of which may help employessunderstand how they

can support a stroke survivor before, during, and after their RTW.

With regards to stroke, the Business Disability Forum has produced a

factsheet for employergl39]. The factsheet is brief, and if employers viewed

this resource in isolation, they may potentially overlook responsibilities linked

to their role, including legal obligations. It unclear whether the professionals

who produce these resources or advise enyels are attuned to the

potential RTWrelated needs of employers and stroke survivors. Effective use

2T GKS&aS aaz20AlGA2yaQ NBaz2dsaNOSa FyR a
having time and capability to identify and access what they need to support a

stroke survivor in their RTWirilly, it is also possible that smaller

organisations, often operating on tighter budgets and fewer resources, may

face additional barriers to accessing these serviEesinstance, as of 2024,
YSYOSNBRKALI O2ata F2NJ GKS 9YLIX 28SNAQ bS
range from £1650 to £8800 per annum, dependent on the level of access

desired[140].
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Elsewhere in the UK, charities such as the Brain Charity, Scope, and Shaw
Trust offer personalised, or®-one support for people with physical and/or
mental health conditions to find or stay in employment, identify and
communicate reasonable adjustmengs)d apply for welfare benefits and
grants[141-143]. Leonard Cheshire provides tailored support to organisations
to develop and implement training and practices to improve support for those
with disabilities[144]. One issue with these third sector organisations is that
funding gaps may lead to variability in the quality and availability of VR
support they offer Financial sustainability is one of the biggest challenges
faced by third sector organisations, for example, when they are required to
subsidise underfunded NHS and local authority contracts that they deliver
[145]. Across these organisations, it is also unclear whether their employment
specialists are specially trained in VR and/or knowledgeable about stroke and
its potential impact on work capability. Another issue is that VR support is
sometimes restricted to céain geographic areas, such as city regions like
London[143]. Services also tend to be aimed at people with health conditions
FYRK2NJ RAalI oAt AGASEaY NI GKSNJ GKIFYy GKSAN
needs may not be met where VR support is availdbbe.example, employers

do not always know how to juggle provision of reasonable adjustments, with
the conflicting needs of eworkers and the organisatioi46, 147] In the

context of mental health problems (which can also develop following a stroke,
seeTable ), researchas shown that line managers may take on most of an
FoaSyid SyYLiz2eSSQa ¢g2NJf2FR (KSYyaSt@gSazx
on coworkers and negatively impactirigeir health[146]. In smaller
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businesses with less resources, this may result in managers carrying out
multiple roles, when they were potentially already working near capacity
without HR or OH support. In turn, this can put their own health and
wellbeing at risk, and negatively impamiganisational productivity, service

quality, and growtH146].

The Stroke Association, Scope, Headway, and Different Strokes have produced
guidance for stroke survivoend employers, covering topics such as stroke,
gSEtTFINB 0SYySTAGAZ O2YYdzyAOFGA2Y X &0GNER]
strategies before/during a RTW, reasonable adjustments, RTW plans, and

available peer suppoit48-153]. However, these resources make minimal

reference to ceworkers. There is no advice for managers on communicating

with the wider team about the stroke survivor employee, e.g., example

LIKN} 4Sa (G2 RAaOf2asS GKS adiNRfoB o0sAldK 0
asking the teamfor support. There is also no explanation as to what
WNEBFaz2ylroftSQ YSIya ¢AGK NBIFNR G2 NBI &
affordable, and without negative impact on the health and safety of the

person or otherg51]. Thus, these resources do not necessarily meet the

needs of employers and stroke survivors in understanding what constitutes a
WNBlFaz2ylroftSQ RadaldYSYyGs yR K2¢g GKS&Ss
with balanced consideration of the needs of the strokevetor, manager, co

workers, and organisatiordditionally, it is unclear how the above resources

were developed148, 149, 152, 153].e., whether they are theory and/or

evidencebased and have been evaluated following use. Such resources also
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rarely provide tools to aid application of new knowledge and skills

development; a crucial aspect of learnifigp4, 155]

1.5. Seltguided, digital 'toolkit" interventions
In recent years, there has been growing interest in the use of digikainsfor
increasing accessibility and scalability of evidebased interventiof156-
159]. Examples include sejluided interventions focusing on self
management of health conditions and activity participatj@60, 161] and
upskilling of employers to support siikted employee$101, 162, 163]
Examples of strokeelated selfmanagement support may include
empowering survivors with skills to change or maintain behaviours and/or
roles, such as RTW, dealing with emotional consequences of stroke, e.g.,
depression, and managing their medicatid®4]. Core skills that facilitate
selfmanagement include decision making, appropriate use of resources,
collaboration with healthcare professional/s, problem solving, and

undertaking required actiong 65].

Previously, a scoping review (15 studies) identified use of eHealth
interventions to facilitate work participation among siligted employees
[159]. Among the studies reviewed, target user groups included employees
with non-specific back or neck pain, mental health conditions (including
anxiety and depression), musculoskeletal disorders, cancer, and those

undergoing abdominal or gynaecological suggés9]. In this review,

WS SIfTGK AYUSNBSYOGA2yaQ gl a | LIKNIasS d

information delivered via software, telephone, or through website and/or
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email. The authors suggested further research to develop and evaluate
eHealth interventions for populations at risk of letegm sick leave, with
collaboration across employers, employees, and health professionals
encouraged159]. As part of this PhD project, a furthecoping of literature
was conducted during a systematic review screempiragess Chapter 3, to
explore whether a selfjuided, digital RTW intervention for employers and
stroke survivors had yet been developed and evaluated. No papers were
found describing this type of intervention, suggesting it does not exist.
Consultation with the expert advisory group (September 2022), searches
via Google Scholar and PubMed (inceptiotiay 2025) have led to the same

conclusion.

Selfguided and/or digital RTW interventions designed to be used by people
with conditionsother than stroke e.g., cancer, mental illness, musculoskeletal
disorders, and their employeexist[162, 166170]. In a parallebroup,
feasibility randomised controlled trial (RCT), patients with cancer diagnoses
were recruited from four NH8ased, oncology clinics in Engldaé9]. The
intervention arm (n=38) received a foureek, papetbased, seljuided
workbook designed to aid them in making a RTW plan to discuss with their
employer[169]. Workbook chapters cover thoughts about illness and
treatment, setting and achieving goals, building confidence, and developing
the RTW action plan as an output. Participants were asked to complete one
chapter per week (120 minutes/week), with flexibil#ilowed according to

preference and need. The control group received usual care (n=30), i.e.,
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clinical care and optimal symptom management (no further details reported).
Rates of RTW (defined as return to contracted work duties and hours)
favoured the intervention group at-6onths (intervention group: 43%; usual
care group: 30%) and dBonths (inervention group: 68%; usual care group:
47%) (totals per analysis not reported). The authors proposed that lack of
statistical significance in this group difference was likely due to lack of
statistical power. Secondary outcomes were reported as satisfagtith the
RTW (if they had RTW), and mood, assessed using standardised measures at
baseline, and 4veeks, and 6and 12months postrandomisation. Very small,
non-significant differences between groups were shown for secondary
outcomes. In interviews calucted at endpoint and Lhonths followup,
participants considered the workbook useful for organising thoughts, and
anticipating and solving potential problems related to work roles, events, and
tasks, including interactions with agorkers. Most participnts liked the

physical form, though a minority suggested an online version would be more
environmentally friendly and secure (i.e., with password access). A future

definitive trial was deemed feasib]&69].

Two Netherlandsbased RCTs bfendeddigital interventions (selfuided
contentplus therapist suppojthave showrpromising resultsegardingRTW
outcomes In thefirst RCTSMEbasedemployees with common mental
disordess on sickness absence for between 4 and 26 w@gk220)168]
receiveda fivemodule, seHguided eHealthnterventiondesigned tachange

RTWrelated cognitionghrough psychoeducatigrcognitive behavioural
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principles andproblemsolvingtraining, supported by regulafaceto-face

occupational physiciaoontact e.g., for guidance with the interventioAn
emailbaseddecision aicassistedohysicias with treatment advie. Median

duration untilfirst RTW was statistically significantly shorter in the

intervention group (50 days, IQR-20, n=131), compared with the usual care

control group (77 days, interquartile range [IQR}1B2, n=89) (hazard ratio

1.390, 95% CI 1.031870, p=.03). No significabetweengroup difference

was found for duration ntil full RTW, but at nine months pebaseline,

significantly more intervention participants had achieved remission (OR 2.228,

95% CI 1.118.453, p=.02)The linked economic evaluatiandicated

potential good value for money across most stakeholders. From the health
ASNIAOS FAYIYOASNRAE LISNERLISOGAGST GKS A
FRRAGAZ2Y I O2aid 2F enon LISNI SYLX 28SSo
werereported for employers, employees, and society overall, linked to
reducedsickness abs&e and presenteeism costgains inquality-adjusted

life years, lower out-of-pocket costs for the employee, amedduced reliance

on care from family and friendd.71]. Fom a societal perspective

considering all costs and benefitbe incremental net benefiat 12 months

wase nHMA O0dp: /L bupdg G2 y,eiththdbreg@ T HHTTT
even point occurring at seven monthihe authors acknowledged the non

normal distribution of their relatively small dataset (N=220), wide confidence
intervals, and imprecision of point estimaseNeverthelessthe observed net

benefits suggest the intervention is likely to be economically beneficial for

most stakeholders.
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In the second RCT, women recovering from gynaecological surgery, employed
in paid or unpaid work for 8 hours or more per week prior to surgery were
studied (N=215)170]. The intervention group (n=110) received an eHealth
intervention from four weeks prior to until seven weeks after surgery. Median
time spent reading the intervention was 118 minutes (IQRL®8 minutes).
Intervention content included surgery informatiopre- and postoperative
instructions on resumption of daily activities and work, with tools,,e/gleos,

to facilitate selfempowerment, communication with healthcare providers

and employers, and identify recovery problemdso included was an
evaluationof recovery and complications, and advice regarding RTW and
which healthcare professionals to contact for supp@obntrols (n=105)
received usual care by occupational physicians, gynaecologist&Rnd
telephone numbers of participating hospitals, and patient leaflets regarding
the surgery. The primary outcome was duration of sick leave until full,
sustainable RTW (at leastur weeks without recurrence of sick leave).
Secondary outcomes included general recovery, quality of life, and pain
intensity. Median duration of sick leave until full RTW was greater among
controls (48 days, IQR -BB) compared with the intervention groug9 days,
IQR 2667). After 26 weeks, quality of life was higher (Reé8@&lhealth survey,
betweengroup difference 30, 95% Gi3F, p=.02) and pain intensity lower
(visual analogue scale, cumulati@®R1.84; 95% CI 1.@3.25; p=.04) in the
intervention group compared with controls. The authors attributed the
AYOISNBSYylAz2yQa STFSOGAGSySaa (2 Ada
recovery and improved communication between RTW stakehold&@).
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Other selfguided interventions have targeted employers only, and

preliminary studies have suggested they are useful and accepthfite 163]

hyS AYGSNBSYGA2YZ WaA[9{Q o6aAiadaaAiyda [AY
diagnosed with cancer, by Supporting employers), is an @oeess, web

based digital toolkit designed to guide employers in communicating, providing
support, and assessing a canéedzNIJA G2 NDa 62N oAt AGe=Z
appreciation[163]. MiLES contains text, animation, and videos regarding
communication, and weblinks to further sources of support and information,

e.g., cancer survivor blogs, websites covering laws and regulations. Employers,
i.e., supervisors or HR staff currently suppay cancer survivors to RTW,

were given unlimited access to MILES over six weeks before participating in an
online survey (n=22) and telephone interviews (n=20), regarding its use and
perceived usefulnegd.63]. Ninety-four per cent (n=17) reported that it
Gaz2YSoKIG AYyONBIlIaSRe¢ GKSANI FoAftAde G2
employers felt the toolkit was easily accessible, practically relevant, and found

the combination of text, visual elements and ptiaal tools appealing.

Employers thought MILES was especially useful for employers witktdittio
experience supporting cancer survivors, and guided them when they

experienced uncertainty.

Another employeifocused intervention consists of a twgded planning
worksheet and 2¥age instruction guide to support employers in planning
and managing gradual RTW with employees with musculoskeletal disorders

[162]. The papetbased worksheet includes sections on restrictions and
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recommendations by healthcare professiongd®nned work schedule,

identified work tasksexpected productivityanticipated difficulties/obstacles,

strategies for overcoming obstaclewargin of manoeuvre deemed sufficient,

SYLX 28SS tS@St 2F O2yFARSYOS NB3IINRAy3
There are also three sections completed at the end of the week: attainment of
production objectives, discomfort level increase, and sigfficy of the margin

of manoeuvre. Following review of the interventiaight dyads of RTW

coordinators and supervisors from the same organisations were interviewed

[162.t  NOAOALI yia& LN AaSR (KS 62NJ] aKSSiQ:
the RTW process, e.g., including before the RTW date, and thought the

content was pertinentThey found the tool visually appealing and user

friendly.

None of theaforementionedstudies were strokepecific and had limitations,
such as small sample sizes and limited statistical pdweithey demonstrate
that selfguided and/or eHealth interventions that empower communication
among RTW stakeholders can be useful and acceptable tdistim

employees ané@mployers. The studies above also highlight the potential for
such interventions to improve sethanagement skills, alleviate condition
specific symptoms (including some relevant to strakg,, pain, fatigue), and
improve RTW outcomes and quality of life. While only one RCT included an
economic evaluation, findings demonstrated the interventiariiye-module
eHealthpackageblended with occupational physician support) was good

value for money171]. Altogether, these study findings, theadequate
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provision of strokespecific VR guidance in the Widabsence of a stroke
specific RTW toolkit in thigerature, suggest clear rationale for developing

sucha toolkit for stroke survivors and employers.

Notably, interventions are considered complex if they have several interacting
components, target multiple behaviours, groups, settings, and/or
environmental levels, and are dependent on skills and expertise of those
delivering or receiving the intervenid172]. Given the complexity of the

RTW process, and the multiple behaviours, stakeholders, and environmental
levels and systems involved, a toolkit intervention of this kind would be

considered complex.

1.6. Development of complex interventions
TheMedical Research CoundlRG framework is commonly cited in relation
to complex intervention developmeni72]. It proposes four phases for
complex intervention research, including 1) identification or development of
the intervention, 2) feasibility, 3) evaluation, and 4) implementation. The first
phaseinvolvesidentifying ifthere is need for a new intervention, arhether
an existing intervention needs updatifit72]. As part of this, and every phase
thereafter, recommended core elements include consideration of the theory
of the problem being addressed by the intervention, the intervention context,
programme theory (i.e., how an intervention is expected to work),
stakeholder engagement, identification of key uncertainties about the
intervention, intervention refinement, and economic considerati¢hg2].
Context is considered important across all phases because it can both
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influence the effect of, and be influenced by an intervention, sometimes
leading to variations of intervention effects over tint@ontext is both

dynamic and multdimensional, and can include multiple features of the
systems or contexts in which interventions are implementecR].

Additionally, involving a diverse range of relevant stakeholders in all phases
optimises potential of the intervention for positively impacting health, policy,
and practicet KS2 NS GAOFf dzy RSNRGIFIYRAY3 27F
mechanism/q(i.e., intervention processes by which the desired change and
outcome/s are thought to be achievgs also needed because tlusnveys

the conditions and resources needed for successful implementation and
effectivenesg173-175]. Such understanding should be gained not just from
existing theory, but also from examination of research evidence and input

from stakeholderg173, 174]

Finally, according tthis guidance, implementation should be considered

alongside all other phases of intervention development, i.e., to enhance the

AYOSNISY(GA2y Qa | R2 LI A Avghld $eir@g1X2YAst SYSy i |

part of this, it is important that potential barriers and facilitators to
implementation are identified, otherwise selected strategies may not address
factors influencing initial implementation, leading to poor implementation

and sustainability176]. Implementation theories, frameworks, and models,
and involvement of relevant stakeholders can facilitate identification and/or

explanation of these factorld 77][178], and selection of implementation

strategies¢ KS&4S adN»r GS3IasSa 00 a GKS WK29
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barriers, maximising facilitators, and changing pradic#, 180] To optimise
the likelihood of future implementation success, it was proposed that this PhD
project explore potential barriers and facilitators to implementation, and

identify future implementation strategies for the toolkittervention.

1.7.Conclusion
Incidence of soke is increasinggmong workingage people. Strokeelated
residual limitations directly and indirectly hinder individuals from returning to
and staying in work. RTW can be beneficial for stroke recovery, and employers
have key roles in supporting stroke survivors throtiggn RTW process and
0S@2YyR® | 2SOSNE fAYAGEFEGAZ2YaAa Ay SYLX 2@
can hinder them from knowing how they and others can support stroke
survivors to have a sustainable RTW. VR support througINHhS,
workplaces, third sector, and insurance sector is often unavailable or
AYIFERSldzZ §S F2NJ YSSUGUAYy3 SYLX 28SNBQ Ol yR
needs. A search of research databases to December 2024 identified several
seltguided and/or eHealth RTWiterventions for employees with health
conditions or injuries, or employers. While none of them focused specifically
on stroke, their findings demonstrated such interventions can be useful,
acceptable, good value for money, improve saednagement skillsglleviate
condition-specific symptoms (including those relevant to stroke, i.e., pain,

fatigue), and improve RTW outcomes and quality of life.
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Examination of the pr&xisting research literature and the UK context

regarding VR provision and guidance provided a clear rationale for the co

design and development of a sgjfiided digital toolkit to support employers

and stroke survivors during the pbstroke RTW proces$o optimisethe

likelihood of future implementation success, exploration of barriers and

facilitators to implementation anthilored selection ofimplementation

strategies wereonsidered necessarypon completion, it was anticipate

that this project wouldead toA Y ONB I 8 SR dzy RSNE G yRAYy 3 2°
when supporting stroke survivors to return to and stay in work. Another

anticipated output included a prototype of a stakeholdeformed, theory

andevidencd F ASR (22t 1 A0 (G2 FI ONANKAKE SDS YLK
navigation through the RTW process. Potential benefits of the toolkit include
AYLINROSYSYyilG 2F SYLX 28SNBRQ (y2¢6f SRAST O
stroke and RTW, as well as benefits associated with stroke 8uN& Q w¢ 2 | Y F
retention, e.g., financial security, improved health and wellbeing outcomes,
andreduced organisational costs associated with staff turnodetoolkit to

ensure sustainable RTW pesttoke could thus demonstrate meaningful

economic and social impact at multiple environmental levels.

39



2. PhD methodology

2.1. Chapteroverview
This PhDthesisis presented in a thesisy-publication format.The following
chapteroutlinesthe overarching aim, specific researahjectives and overall
research designt also details theationalefor selectingthe MRC framework
[172] and InterventionMapping[181] as guiding approaches, and describes
the use of mixed methods. Additionally, it introduces the key thdmaged
frameworks, models, and supporting tools that informed data collection,

analysis, and tailored selection of implementation strategies.
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2.2.PhD aims, objectives, anesearchdesign
Theoverarching ainof this PhDwas to cedesign and develop a sejtiided
toolkit to support employers and stroke survivors in planning and managing
sustainableRTWafter stroke. Thespecificaims and objectiveanderpinning
this aimare listed below:
1. To assess the needs of employers for guiding stroke survivor employees
through the RTW process.
a. To identify and explore factors (including contextual factors) hindering
2N FFOAEAGEFGAY3 SYLX 28SNARAQ FoAfAGe
to return to- and stay irwork.
b. To describe prevalence and distribution of employelated barriers
G2 AGNR1S adzZNDAG2N) SYLX 28SSaQ wez2 L
would go to access resources to guide the RFd¢ess.
c. Toinvestigate the relationship between demographic factors and

employekNB f I G SR 0 NNASNE G2 AGNRB{1S &dzNIY

2. To apply theoryand evidencebased approaobsto identify and describe

potential change mechanisms and implementation strategies for the

toolkit intervention.

a. ¢2 SELX 2NB SYLI28SNARQ LISNELISOGAGSA
and contextual factors influencing future implementation of the toolkit
intervention.

b. To create a logic model of change based on the evidence/data

collected and relevartheory.
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c. To identify appropriatemplementation strategies for the toolkit

intervention.

3. To develop a prototype for a toolkit intervention for employers to improve
their support for stroke survivors to returnt@and stay in work.
a. ¢2 ARSYUATE YR RSaAONROGS SYLIX 28SNBQ
format of the toolkitintervention.
b. To collaborate with relevant stakeholdersdevelopan accessible

622t A0 AYyOISNBSYylA2y GKIFG YSSGa SYL

implemented.

To address these aimthe PhD employed a mixadethods designwith

synthesis of data at different timepoints to inform the needs assessment
findings Chapter 4, logic model developmenintervention content Chapter
5), and selectiomf implementation strategiesQhapter §. A rationale fothe

use of mixed methods is provided in sséction2.6.

Table 2provides a brief overview of the data collection and analysis activities
undertaken to address each aim and objective, along with the corresponding
publications and related thesis chapteFsgure Ildepicts the research

activities undertaken during the project, organised according to IM steps
(further detail on IM steps provided ihapter Y. The arrows in Figure 1

illustrate how each research activity informed subsequent activities.
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Table2. PhD aimsandlinked objectives, data collection and analysis methods, publications, and thesis chapters.

to stroke survivor
SyLX 2e8S8aq.

PhD aims Linkedobjective/s Data Data analysis | Citation/working title of linked publication Thesis
collection chapter
1. To assess the a. To identify and explorg Systematic Thematic a) Craven K, De B, Holmes J, Fisher R, Radford KA. Factors 3
needs of employers | factors (including review synthesis AYyFEdzSyOAy3a SYLX 28SNARQ & dzLJL]
for supportingstroke | contextual factors) (25 studies) brain injuries or mental iliness to return-tand stay in work: A
survivor employees | hindering or facilitating qualitativesystematic review. Work [Internet]. 2024 Jan
through the RTW SYLX 28 SNAEQ 12;79(1):93121. Available fromhttps://doi.org/10.3233/WOR
procesqIM step 1). | support stroke survivor 230214
employees to returnto | |nterviews Framework b) Craven K, Kettlewell J, De Dios Pérez B, Powers K, Holmes 4
and stay in work with analysis Radford KA. What demployers need when supporting stroke
employers survivors to return to work?: a mixemethods study. Top Strok
(n=7) Rehabil [Internet]. 2024 Oct 4;32(4):38P4. Available
from:https://doi.org/10.1080/10749357.2024.2409005
b. To describe Survey of Descriptive See citation b) above 4
prevalence and employers statistics (e.qg.,
distribution of employer | (n=50) percentages,
related barriers to stroke frequencies,
& dzNIDA @2 NJ SY measures of
process, and where central
employers would go to tendency and
access resources to guid variation)
the RTW process
c. To investigate thg Survey of Inferential See citation b) above 4
relationship between| employers statistics (e.qg.,
demographic factors anq (n=50) regression
employerrelated barriers analyses)
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2. To apply theory
and evidencebased
approactesto
identify and describe
potential change
mechanismgIM step
2)and

implementation
strategies for the
toolkit intervention

ab ¢2 SELIX 2N Interviews Framework c) Working title:Selection of implementation strategies for a self]
perspectives on potential| with analysis guided, digital returrto-work toolkit for employers and stroke
barriers/facilitators and | employeis survivors.

contextual factors (n=7)

influencing future

implementation of the

toolkit intervention

b. To create a logic modg Employer d) Craven K, Holmes J, Kettlewell J, Radford K. Development o
of change based on the | workshop 1 digital, selfguided returnto-work toolkit for stroke survivors
evidence/data collected | (n=7), and employers using intervention mapping. PLOS Digit Healf
andrelevant theory consultation [Internet]. 2025 Aug 6;4(8):e0000971. Available

with advisory
group

from:https://doi.org/10.1371/journal.pdig.0000971

c. To identify appropriate
implementation
strategies for the toolkit
intervention.

Employer
workshop 2
(n=5),
consultation
with advisory

group

Seeworking titlec) above.

3. Toco-design a
prototype for a

toolkit intervention
for employers to
improve their support

for stroke survivors to
return to- and stay in
work (IM steps 24).

a. To identify and Employer Seecitationd) above.
RSAONAXRG6S S Y| workshop 2

preferences for the (n=5)

content and format of

the toolkit intervention

b. To collaborate with Employer Seecitation d) above
relevant stakeholders to | workshop 3

developan accessible (n=4),

toolkit intervention that | consultation

YySSia SYLX 2
and can be feasibly

implemented

with advisory
group

44



PhD project aim 1, chapters 3 and 4

PhD project aim 2, chapter 6

IM step 2.
Intervention
outcomes and

objectives

Ve - c

Mixed-methods Synthesis of Use of -%

- Advisory group survey of qualitative data StrategEase tool *g

g meeting: Advice on employers Interviews with on barriers and (=& | 1|0 select £

g e recruiting employers employers facilitators to implementation 2
o2 implementation strategies £EQ
§n g. 5 'g;
P . . N N . = ‘a
e Qualitative Synthesis of mixed-methods data _ Listof Stakeholder 25

o

£s systematic on employers' needs when implementation review of %

< review supporting stroke survivors to strategies <+ implementation o

- return to- and stay in work w:ter?ggjk:enhg?deer strategies list E

°

\§ ‘ J/ feedback 4 4 i

PhD project aims 2 and 3, chapter 5 J

/

—

Logic model of the problem constructed
from synthesised data (to be presented
during Employer workshop 1)

Employer workshop 1:
Group decisions on toolkit
intervention goal and priority
areas

Logic model of change
constructed. Reviewed during
advisory group meeting

Toolkit outcomes and
objectives specified

production

Intervention

Logic model of
change refined in
line with group
feedback

'

. c

% .

8‘% _57 Selection of theory- and Identification of potential Er_nployer_ Works_hop 2

o 2 g evidence-based intervention practical applications (how Brainstorming of |de_as for Toolkit plan, key
=] change methods methods delivered) toolkit contentjdg&gn. messages, and PDF
- Feedback on list of

‘tools' constructed

implementation strategies

;

Employer workshop 3:
Review of plan, key
messages, and PDF tools

Feedback

Toolkit plan, key
messages and PDF
tools refined in line
with group feedback

Toolkit prototypes
created

Toolkit prototypes reviewed by
members of advisory group.
Qualitative feedback given via
email and/or online meetings.

analysed to
inform future

refinement of
prototypes.

A

[ Next steps (incorporating IM steps 5 and 6): Refine prototypes. Plan and conduct intitial implementation and evaluation, i.e., feasibility study ]

Figure 1. Flow diagram of PhD reseaactivities.
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2.3.Overarching framework: MRC guidance for complex interventions
TheMRCframeworkis widely regarded athe gold standard fodevelging
andevaluatng complex interventionscross the research cydi&72, 182] It
supports researchers in prioritising, designing, and conductingdniglity
studieson interventions byintegrating diverse perspectivesd applying
appropriate methods to enhance impgdt72, 183] Asalluded toin Chapter
1, this PhD aligns with the first phase of the framework, whinstolves
identifying or developing a complex interventigmior tofeasibility testing
andevaluation[172]. It also aligns with the fourth phasenplementation
which focuses on understanding implementation contexo supportan
intervention@ transferability, adoption, andhaintenancen reatworld
settings The MRC framework recommends integrating implementation
considerations across all phases, e.g., by involving stakeholders in identifying
and addressing potential implementation barri¢ls2]. Acrossall phases
core elementsnclude development, refinement, and testing of a programme
theory; stakeholder engagement; identification of key uncertainties;
intervention refinement; and economic considerations. Accordirthly,
methodologicabpproach needed to incorporate guidance on addressing

these elements to ensure alignment with the MRC framework.

2.4. Methodologicalapproach Intervention Mapping (IM)
Variousmethodological approaches have been publishedupport
individuals with limited or no experience imtervention developmen{l184].

Certain key actions ammmonacrossapproaches, such as gaining
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understanding of the problem to be addressed by an intervention. However,

the approaches differ in their suggested process (linear versus cyclical or

iterative), how actions are performed (research methods suggested, makeup

and role of the planning groupand the contexts for which approaches have

been produced, e.g., clinical research, social policy and innovation, changing

human behaviours to improve health, wellbeing, productivity, and/or

LISNF 2 NI yOS 620GKSNBAA&S [184] Thmpalsd-difer W6 SK I &
in their comprehensiveness, and the level of detail provided for

recommended actionEl84].

At the beginning of this PhD, online searches were conducted regarding
intervention development approaches. Based on the search results, the
approaches considered for this project included the six steps in quality
intervention development (6SQuIl)75], the Behaviour Change Wheel
(BCW]185], and InterventiorMapping (IM)[174, 181] Given my limited
experience and expertise in complex intervention development, my
preference was for an approach that was relatively prescriptive, i.e., providing

detail on recommended actions to take per stage or phase.

To begin withthe 6-SQuID focuses on higjuality development of public
health interventions (though the authors state it should have wider
applicability)[175]. The 6SQuID involves: 1) understanding and defining the
problem being addressed by the intervention, 2) identifying which contextual
and/or causal factors should be modified 3) deciding how intervention

processes will lead to desired outcomes, 4) undanding how these

a7



processes will be delivered, 5) testing and refining the intervention, and 6)
O2ft SOGAY3 I RSljdzr S SOARSYOS F2NJ GKS
proceed to a more rigorous evaluation. The steps are clearly described in a
logical order, bubecause it is a framework rather than a protodittle detalil

on recommended actions is provided, e.g., who to include within a planning
group, and suggestions regarding research methddere is also little

guidance on application of theory and researcldewce to inform decisions

on intervention content and design, and thus how to ensure an intervention

will effectively bring about change.

Another approach considered wd#se BCW185, 186] whichprovides a step
by-step process for ensuring behaviour change interventions are theoy
evidencebased[184]. Behaviour change theories attempt to explain when,
how, and why behaviour change may or may not occur, and are useful for
understanding mechanisms of chand87]. TheBCWapproach involves a-3
step process: 1) Understanding the problem being addressed by the
intervention and specifying a target behaviour, 2) identifying intervention
change methods, and 3) identifying intervention content, e.g., behaviour
change techniquesnd implementation option§186]. The BCW approach
has been praised for guiding compilation of components of an intervention
plan in logical ordef188], and over 90 behaviour change techniques are
included in the linked taxonomyL89]. At the beginning of the PhD, it was
difficult to judge how much detail was provided for recommended actions per

stage (unless the published book was purchased, or training attended).

48



Criticisms of this approach include a lack of suggested involvement of
stakeholders, and lack of consideration of context in the linked taxonomy, i.e.,
contextual conditions needed for a specific intervention method to be

effective[190].

The final approach considered was [[M4]. In alignment with the MRC

framework, it incorporateparticipatory research method® ensure
AYUGSNBSylGA2ya YIFOGOK GKS {F NBS{{174)2 Lddzt | G
and have locally relevant outcomes and findiftjg4, 181] Involvement of
variousstakeholderssuch agpotential intervention implementers,

community members, and the target populatisrecommended throughout

[181]. IM thusincorporatesprinciples ofco-designwhereby active ongoing

collaboration with stakeholderguides decisions on priorities, plans, and

strategiesto addressa pre-specified problenj191]. IM describes in detaa

sixstep systematic procesgvolving 1) construction of a logic model of the

problem, 2) construction of a logic model of change, 3) design of the

intervention, i.e., scope, sequence, selection of theanyd evidencebased

intervention methods and techniques/applications, 4) planning, tnga pre-

testing, and refining the intervention materials, 5) construction of an

implementation plan, and 6) construction of an evaluation plan. Like the BCW
approach, a taxonomy is provideal aid selection of theorpased

intervention change methods to bring about behaviour charlyestep 3),

and within this, contextual conditioppl 58 F SNNBER (G2 Fa WLIJ NI YS

required for effectiveness are specified. For example, in Table 6.6 (p.381) of
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the IM guidebook, provision of cues to increase knowledge is stated to work
best when people have the freedom to identify and use their own ¢L8%].
Provision of these parameters appears unique among intervention

approaches and may increase chances of an intervention being effective.

Given my preference for antervention developmenapproach that was
relatively prescriptive and detailede., a protocolatherthan a framework]
selected IM for useM is highlighted in the MRC framework as an appropriate
theory-led, methodological approach for developing and evaluating
interventions.It is welldescribed174, 181, 190and established, witlover

1000 published examples of its reabrld application in community and

clinical setting$174]. Moreover, workplace interventions developeda IM

have been shown to be effective, e.g., in reducing sickness absence duration
among people with musculoskeletal disordgt82] or among women
recovering from gynaecological surg¢ty0]. While IM has been criticised for
being timeintensive[193], its guidance suggestsow the process can be

streamlined e.g.,by conducting a rapid needs assessmd®tl].

Duringthis PhDsteps 14 of the IM approach were followed, starting with
construction of a logic model of the problem, leading to planning, creating,
and pretesting the intervention prototypes. These IM steps were used
support the achievement dhe specificaims and objectives of this PhD, as
shown inTable ZandFigure 1 For further detail on how each of the IM steps

were followed, please se€hapter 5
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IM steps 5 and @vere not possible@lue totime constraints of the PhD.

However, inine withexpanded guidance diM gep 5, implementation

mapping a needs assessmeisrecommendedduring IM step 1o identify

potential adopters and implementers, and factors hindering or facilitating
implementation[176]. The guidance recommends that stakeholders involved
NBELINSaSyld (K2a$8S NBalLkyaiofS T2N 0KS Ay
and ongoing maintenance (i.e., keeping the interventipnto datewith new
evidence, etc). A challenge is that identifying relevant stakeholders is difficult
before the needs assessment has been conducted (hence why the assessment
is recommended). Authors of this approach also acknowledge that it is

difficult to conductthis assessment before an intervention has been

developed ad before its implementation setting and process are known

[176]. Nevertheless, | decided to include questions on aspects of
implementation in my needs assessment (IM step 1) to maximise input from
employers, who are known to be hatd-reach[194]. Employers may provide
valuable insights regarding occupational roles of those likely involved in
adoption and implementation of the toolkit intervention. Additionally, during

the RTW process, those in line manager or supervisory roles act as
intermediares between stroke survivors and employing organisations, and

thus may offer insight into potential implementation barriers and facilitators

at different environmental levels.

This exploratory work also enabled me to undertake a rapid, thadormed

procesdo identify potentially relevant implementatiostrategies Chapter 6.
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Again, | was able to maximise input from relevant stakeholders (expert

advisory group, research participants) from various backgrounds and

organisational settings to gain feedback on feasibility of these strategies. By

doing so, this would help to infornié plan for implementation (IM step 5),

and applications for future research funding, where realistic estimations for

initial implementation costs would be requireld.is also important that

implementation factorsi(e., barriers and facilitators) and ked strategiesre
ARSYGAFASR 0 GKS 0S3aAYYAYy3a 2F +y AyidS
selected strategies may not adequately address factors influencing initial
implementation, leading to poor implementation and sustainability of an

intervention[176].

Figure Zprovides aroverview showing how key frameworks, models,
methods, and supporting tools were integrated across the intervention
development phase and during the selection of implementation strategies
(phases 1 and 4 from the MRC framewf{#&K2]). My rationale for selecting

these elements is described thereafter.
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4 Medical Research Council's framework for complex intervention development and evaluation [172,183]:
Phase 1 (Developing or identifying a complex intervention)
4 N
ethodological approach to intervention development: Intervention-Mappin steps 1-
Methodol I h to int tion d I t: Int t M IM) st 1-4 [181
o
( Qualitative systematic review | Mixed-methods study (Chapter 4): Selection of theory- and evidence-based Toolkit prototype review by advisory
(Chapter 3): System levels in Theoretical Domains intervention change methods (Chapter 5): |group members (Chapter 5): Focus group
the Disability Prevention |Framework (TDF) [195] and DPM Behavioural determinants identified during evaluation questions and coding in
Management (DPM) model | model applied during framework IM step 1 mapped onto TDF domains, framework analysis based on concepts
[196] applied during thematic | analysis of employer interview then used to identify suitable behaviour |from the Technology Acceptance Model
synthesis, to aid data, and during synthesis of change methods based on [199,200], System Usability Scale
understanding of barriers and mixed methods data from communication, learning, motivation, [201], and the International
facilitators to employers' systematic review, employer self-regulation, cognitive, and behaviour Classification of Functioning,
return-to-work support survey, and employer interviews. change theories (Table 17). Disability and Health [202].
\J /
Phase 4 (Implementation)
Tailored selection of implementation strategies
Selection of implementation strategies (Chapter 6): Qualitative data on potential barriers and facilitators
to implementation (data obtained during employer survey and interviews, Chapter 4) mapped onto TDF
domains and system levels in the DPM model. Mapped selections for TDF domains then used to
identify tailored, theory-based implementation strategies using the StrategEase tool [208,209].
N\ J

\

Figure 2. Integration of fraeworks,models,and methodsduring the PhD.
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2.5.Conceptual and theoretical foundations
During this PhDyariousframeworks models and supporting toolsvere used
to inform the collection, analysis, and synthesis of data. For example, the
Theoretical Domains Framework (TIDE)5] and Disability Prevention
Management (DPM) Mod¢196]were applied during the needs assessment
(IM step 1.Chapters3and4) andRdzNA y3 G KS aSt SOGAz2Yy
change methods (IM step &hapter . The TDF was further used to enhance
understanding of implementation barriers and facilitators, supporting the

identification of linked implementation strategie€liapter §.

During IM step 4, | obtained feedback on the acceptability, usability, and
appropriateness of prototypes via a ptesting activity with advisory group
members, including stroke survivors, line managers, a trade union
representative, and HR and healthcaa®fessionalsChapter . The
acceptability, usability, and appropriateness of an intervention require
consideration during its development, to inform intervention refinements and
minimise or avoid future implementatioissues [3, 30, 31]skarchednline

to examinehow acceptability, usabilityand related factordrad been assessed
in digital health intervention$197, 198] Feedback questions and coding were
informed by the TechnologyAcceptance Model (TAM199, 200] System
Usability Scale (SURP1], and International Classification of Functioning,

Disability and Health (ICE202].
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2.5.1. Theoretical Domains Framework (TDF)
The TDF is an integrated theoretical framework designed to support
assessment of determinants of behavio(t95]. Determinants are internal
(e.g., attitude) or external factors (e.g., environmental conditions) that
influence behaviours of individuals and grodip63]. During the needs
assessment (IM step 1))¢ TDF was selected to aid understanding of
RSGSNXYAYIFYyGa FFFSOGA S Ydn ta facditth Q w ¢ 2
selection of tailored behaviour change methods for the toolkit intervention
(IM step 3,Chapter . Numerous TDF constructs (i.e., sidmains) appeared
relevant to employers and their organisational settings, including professional
confidence, identity, role, and boundarideadership, knowledge, skills,

organisational commitment, culture/climate, sedfficacy, and group norms.

The original versioof the TDRwvas developed in 2005 through collaboration

between health psychologists, health psychology theoyestsl health

services researchefg04], and further revised in 2012 by a group of

behavioural experts. Atkins and colleag(ig85] consider the TDF relevant for

the design of interventions related to populatigmpublic or occupational

health as well as nehealth behaviours. By using the TDF in this way, greater

dzy RSNRE Gl YRAY3I 2F (GKS RSUOSNNAYlLofGa Ay T
lack thereof) for stroke survivors could be obtained. In turn, this knowledge

could then be used to enable IM steps310 be carried out, including

construction ofil K I8gic Wodel of the problemtile Wt 2 3A O Y2 RSt 2 7F ¢

and selection of intervetion behaviour change methods anechniquesi.e.,
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Yractical application§lnterventions are more likely to be effective if
determinants are targetefR03], becausat meansthe root causes of the

problematic behaviour or environmental conditions are addressed.

The TDF was also used to identify factors, i.e., determinants, that facilitate or
KAYRSNI OKI yasS Ay GKS O2y (SE[RBRT Fy Ayl
(Chapter §. Implementation strategies could then be selected to address the
ARSYGAFASR FFHOG2NAE YR SyKFEyOS (KS Ay
implementation, and sustainabilify. 74, 180] Other theoretical frameworks

considered included th&xploration, Preparation, Implementation,

Sustainment modgR06], and the Consolidated Framework for

Implementation Researd207]. Both frameworks are weé#stablished with
accompanying resources and tools, and have been specifically designed for

the purposes of implementation planning and evaluation (including detailed
multi-system/level consideration of contextual factors). Howe\bey are

guite complex to understand from the perspective of someone new to
implementation science. Given the anticipated complexity of the IM approach
alreadyselectedfor intervention development, ¢hosethe TDF for this

purpose because it was eaty-understand, its domains covered different
environmental levels, e.g., individual, social, and general environmental

resources and context, and | could see how | would apphyaughoutmy

PhD Another advantage to using the TDF was that it enabled me to use a tool
specifically designed to aid rapid selection of appropriate implementation

strategieq208]. The StrategEase tool was released during the first year of this
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PhD. The process for using this tool involves gathering data on potential or

observed factors that influence implementation, mapping that data onto TDF
domains, then using the tool to map the influential factors to theoretical
implementation strategie§208]. StrategEase is based on an integration of

several welestablished theories and method209], and speedily provides a

fAad 2F adNIXGS3IASa GFAf2NBR G2 GKS GFN
[208]. The methodological approach and process underpinning StrategEase is

thus comparable to use of the taxonomy to select interventemaviour

change methods in IM step 3. Use of the TDF and StrategEase tool to explore

implementation factors and select strategies is reporte@€imapter 6

2.5.2. Disability Prevention Management (DPM) Model
Compared with other determinant frameworks, one issue with the TDF is that
it only includes one domain on environmental context and resources, with
sub-domains including: resources, organisational culture/climate, salient
events/critical incidents, and perseenvironment interactior{195]. The
R2YFIAY O2@0SNB |lyeée [alLlsSod 2F I LISNER2YQa
encourages or discourages development of independence, skills, abilities,
adaptive behaviour and social competerj@85]. Given the multiple systems
YR a0l {SK2ft RSNA Ay @2t @SR Ay | LISNA2YQ
was deemed necessary to increase understanding of contextual factors
AYTFEdzSYOAy 3 SYLX 2@ SNRE Q[196] dthervidelkhddMNII & ¢ K
la 0KS WRAAFOAfAGE LI NI Rta@DPMBGBagl & aSt S

conceptual model designed to be used by healthcare professionals,
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researchers, employers, and other relevant stakeholders, to aid them in
ARSYUGATFE@AYI o6F NNASNE | BRncEdsiOgh f A G (2 NA
understanding of these factors, efforts can be made to improve the fit

between the employee and their work. The DPM model consists of four

elements with different levels, including: 1) the personal system, i.e., the
worker/employee (includig physical and psychosocial aspects), 2) the

workplace system, 3) the compensation system, and 4) the healthcare system.
Origindly, the DPM model was designed in relation to employees with low

back pain, but has been successfully applied in research focusing on

employees with musculoskeletal disord¢24.0], and cancef211]. Given this

t KsQa | RRAGAZ2YyLFE F20dza 2y (GKS SYLX 2&8SN
model was adapted to include themployer at the personal system level,

alongside the worker/employee (stroke survivor). Use of the DPM model in

data collection and analysis is described alongside use of thenTIaptes

3and4.

2.5.3. Technology Acceptance Model (TAM)
In the context of digital health, acceptability often refers to whether potential
dzZAaSNE FAYR |y AYyOUSNBSYydGAz2y Wl OO0OSLNilofS
it because they feel it meets their needs and preferences, and is easy to use
[32]. A modekommonly applied to assess acceptability is the TA38, 200]
The TAM explains how users accept new technologies, based on their

perceptions of itaisefulnessor the intended purpose, e.g., to perform their

job better, and 2) itease of usge.g., whether its benefits outweigh the effort
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involved in using if199, 200] These perceptions, in turn, then influence

dzZaSNRQ | ddAddzRSa G2¢1 NRa dzasS 2F (GKS 0SS
use it, and their actual use. | selected this model for assessing acceptability of

the intervention prototypes, because it had sucdefig been used for this

purpose previously197, 198] and was easy to understand and

operationalise.

2.5.4. System Usability Scale (SUS)
Usability is the extent to which a target population can use an intervention to
achieve specified goals, with efficiency, satisfaction, efifectiveness [33]. |
selected the SURO01]to assess usability of the intervention prototypes
becausat is very weHestablished in usability testir@12], and could easily
be adapted into operended focus group questions. TB&JS is a standardised
10-item scale designed to assess user perceptions of the usability of a system.
The items relate to user perceptions of the following: 1) sysééhciency
(level of resource/s required when performing tasks), 2) systéfectiveness
0dzASNRQ oAt AGe G2 O2YLX SGS GlFala daAiy
2a20AF 0SR Gl al 2 duitisfhitiodviihIhe bygtdin (thelr G KS  d:

subjective reactions).

2.5.5. International Classification of Functioning, Disability and
Health (ICF)
Appropriateness refers to the perceived relevance, fit, or compatibility of an
intervention for a target audience, setting, or provider; or intervention fit with

problem/s beingaddressed [31]. Baseth this definition, it could be
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suggested that appropriatenegwith regards to stroke survivors accessing the

toolkit prototypes for example) encompassascessibility/inclusivity,

functional relevance, and environmental factors influencing afsine

intervention prototypes.ThelCH202] contains constructs relevant to these

areas, and was thus selected to enhance understanding of factors influencing
AONR1S adzNDAG2NBQ FdzyOlAz2ylf .dzaS 2F (K
Specifically, K S L/ C &dz33dSada GKIFIG 'y AYyRAGARCdzZ
on a dynamic interplay between their personal factors, health conditions and
environmental factor§213]. In the context of the ptotype reviewactivity,

GKS L/ C gl a NBtSGOIyld 7T péidordayfaeiS$eR.i Yy RAY 3
confidence in accessing and using eLearngmgyironmentge.g., noise,

lighting, technology setip, toolkit intervention design elements), ahealth
conditions(e.g., including strokeelated impairments) may have interacted to

influence theirinteraction with and use dahe prototypes.

2.6. Mixed-methods datacollection, analysis and integration
A mixedmethods approach was employed to comprehensively address the
PhD aims and support tailoretbvelopment of the interventionAsshown in
Figure 1 qualitative(systematic review, employer interviewahd
guantitative (employer surveyjlatawere collected andgynthesisedo assess
SYLX 2 @& S Ndi Suppyrtth$ sréke survivor® RTW(Chapter 4. IM
guidance recommends use of mixed methods during the needs assessment
(IM step 1) to gain nuanced understanding amhancevalidity of findings

[181]. These data subsequentiyformed development of the logimodel of
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the problem,identification of target behavioural determinantandselection

of theory-based change methodéChapter 5IM steps 13), in line with the

aw/ FNFYSE2N] Q4 SYLKI devepm2n183JINE I NI YYS
Qualitative data on implementation barriers and facilitators (employer survey
and interviews) were synthesised to identify tailored implementation
strategies, supporting early planning in accordance with the MRC
implementation phaseStakeholder inpytobtained through informahdvisory
group discussionandconsented participation in employer workshgps
informedthe interventiorQ & 3 2 l-afeds débign@udiontent,
implementation strategy selectigrandpreliminary evaluationTogether,

these activites enabled a contextually grounded, systematic, and theany
evidenceinformed development process, in alignment witi [181] and the

MRC frameworkl72, 183]
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2.7.Chapter summary
This chapter introducedhe overarching ainand objectiveof the PhD along
with the research design underpinning the development of a-geifled,
digital RTW toolkit for employers and stroke survivors. The MRC framework
[172, 183JandIM [181] were appliedo guide developmentensuiing
theoretical grounding, stakeholder engagement, and systematic planAing.
mixed methods approach supported the integration of qualitative and
guantitative data during the needs assessmaantd informed the
identification of behavioural determinants and theelpased change methods
Qualitativesynthesis also supported selection of implementation strategies
aligned with stakeholder and contextual needstange of heory-based
frameworks and models, including th®F, DPM Model, TAM, SUS, and ICF,

underpinneddata collection, analysiprototype review and implementation

planning, ¥ K yOAy 3 GKS AyUiSNBSyilAz2yQa NBt SOl
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3. Part 1 of theneeds assessmentNI step 1)

3.1. Chapter overview
The first aim of this PhD research wasssess the needs of employers for
guiding stroke survivors through the RTW process. As part of this, objective a
involvedidentifyingand explomgF I OG0 2 NR Ay Ff dzSy OAy 3 SYLX
support stroke survivor employee$o addresshis objective, ajualitative
systematic reviewvasconducted. The reviefindingsinformed the design of
an employeilinterviewtopic guideandonline survey too(Chapter4; part 2 of

the needs assessmeént

The reviewhas beempublishedin WORK: A Journal of Prevention, Assessment
& RehabilitationGiven its form as a journal article manuscript, there may be
some repetition of content fronChapters 1 and Due tothe paucity of
evidenceregarding stroke identified during initial literature searcht®

review scope was broadened iiaclude employers oindividuals with

acquired brain injuy (ABland/or mental iliness. Thus, the content does not

purely refer to stroke survivors alone.
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32CIF O 2NR Ay FtdzSyOAy3a SYLI 28SNBQ &dzLJL

brain injuries or mental illness to stay in work: A systematic review

3.2.1. Abstract
BackgroundPeople withABIsoften experience residual limitations and-co
morbid mental illnesses that restrict work participation. Employers are key in
enabling successflRTWand job retention.
Objective:¢ KAda NBGPGASS6 [ AYSR (2 SELX 2NB SYLIX ?
influencing their support for people with ABIs and/or mental illness to return
to- and stay in work. Review questions focused on barriers and facilitators to
their support, and contextual chacteristics present at the time.
Methods: Five databases were searched from October 2010 until November
2023 for relevant qualitative studies published in English. Findings from
includedthe 25studies were synthesised using thematic synthesis.
Results:iIncluded studies focused on employees with ABI or mental iliness,
N} §KSN) §KI'y RdzZ-ffé& RAIFIy2aSR ! . L YR Y
influenced by their awareness/knowledge ahd attitudes towards the
SYLX 228SSQa 02y RA (lahdeyperiericd irys8ppaitive G KSA NJ & ]
strategies; factors related to provision of work accommodations; and
stakeholder influence. Similarities and differences in influential factors were
observed across the ABI and mental iliness literature. Contextual
characteristics related to organisational characteristics, cultural taboo, and

involvement of certain stakeholders.
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ConclusionsABI survivors (with and without emorbid mental illness) and

their employers may benefit from specialist support and resources to guide

them through theRTWprocess. Further research is needed to investigate

SYLJX 28SNERQ (y2sfSR3IS 2F ! . L FYyR YSyidlf
Exploration of the influence of other stakeholders, sed@mographic

OKI N} O SNraitAdas +yR ORWinSeténdent T OG 2N

support for ABI survivors with emorbid mental illness is warranted.

Keywords:Return to work; vocational rehabilitation; employment; work;

work engagement; systematic review

65



3.2.2. Introduction
Acquired brain injuries (ABI) are defined as any injury to the brain taking place
after birth, with common causes including trauma, vascular accident,
infection, cerebral anoxia, inflammation, or metabolic/toxic iss[&és 214]
Individuals with these injuries are often left with physical, communicative,
cognitive, behavioural, and emotional impairments that restrict their ability to
participate in a range of activities and roles, including wadld]. They may
experience loss of independence and friendships, unemployment, and
financial hardship73, 74} These losses, in turn, can be compounded by
family members needing to care for the individual and losorchaving their
employment jeopardisefi74]. ABI survivors are also at increased risk for
subsequently developing mental illnesses such as anxiety, depression, bipolar
disorder, and schizophren[215, 216]and these illnesses may still be present
years following an AB217-219]. Mental iliness is invisible in nature and often
undiagnosed220], meaning its prevalence among ABI survivors may be even
greater than research suggests. The costs of ABI and mental iliness|tovtie a
economy have been estimated at £15 billigi8] and £117.9 billiofj221] a
year respectively, and these have largely been attributed to lost work
contributions. In a systematic review, strong evidence has shown that co
morbid mental illnesses are negatively associated WitWrates among ABI
survivorg[220]. A bidirectional relationship has been suggested, whereby
poor functional abilities posABI increase the risk of developing psychiatric
disorders; and 2) psychiatric disorders influencentegration (thus

negatively influencing recovery of functiof@20]. The interplay between
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postABI function and mental health suggests a more complex RTW process

with more challenges, and a greater level of support needed compared with

an ABI survivor without emorbid mental illness. Among this population sub

group, a lack of expertise and qugt to enable return to work has been

reported[74]. Employers of these individuals may be required to liaise with a

greater number of stakeholders across different teams and organisations,

ALISYR Y2NB (GAYS fSIFENYyAy3a lo2dzi GKS SYL.
greater skills in creativity and problesolving. It is possible workplace

resources (e.g., time and availability of the employer, training opportunities)

Y& NBRdzOS SYLX 28SNBRQ 2LIIRNIdzyAde G2 L

support.

Workplace context also influences whether or not ABI survivors returartd
stay in work. For example, factors influencing job retention rates among ABI
survivors include the type of work (e.g., manual versus-mamual),
organisation size, their occupanal role (e.g., manager versus noranager),
and workload222]. Additionally, high workloads and inadequate general
support and expertise, work accommodations and environments, workplace
policy, and employer knowledge are RTW barriers among ABI sur{@ors

70, 223] individualswith mental ilinesse§224], and those with canorbid ABI
and mental illnes§74]. Facilitators for RTW and retention across these groups
include appropriate work accommodatiof224, 225] gradual RTW (e.qg.,
gradual increases in working hours, responsibilities and/or workld2@%;

227], and supportive, collaborative relationships withworkers and
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employerg[224-226, 228231]. Among stroke survivors, level of perceived
employer support has been statistically significantly associated with RTW
[232]. Employers are thus key in enabling successful RTW and retention of
individuals with these conditions; and the importance of their role is
recognised by national legislati¢#49], clinical guidelinef66], and theUK

government[233].

Investigation as to how employers can be supported in the RTW process has

been recommended224] but prior to this, clearer understanding of

SYLX 28SNBRQ SELISNASYyOSa LINPGARAY3I adzLiLle
required. To date, no qualitative studies seem to have been conducted

SELX 2NAYy3a SYLX 28SNBEQ LISNELISOGADBSE LINRO
people with dual diagnoses of ABI and mental illness. Therefore it was

anticipated that a qualitative review on these types of studies would result in

an empty review. Systematic reviews focusing on depreq&i®#] or a stroke

[225] have revealed various factors perceived by employers as being

influential on work participation of employees. These include treatment and

support from health professionals, communication style, and appropriate

adjustment of workload and tasks. Howeveredie findings were based on

only a small number of studies including employer perspectives relating to

stroke (n=2) or depression (n=3), and it is unclear whether these findings are
transferable to employers of people with other mental illnesses or ABIs. It

does not appear as though a systematic review has ever focused on ABI and

mental illness siddy-side. A dual focus such as this may elucidate the wider

68



array of factors potentially experienced when employers support ABI
survivors with cemorbid mental illness to return to and stay in work. Given

the negative impact of conorbid mental illness on the RTW rates of ABI
survivorg[220], increased understanding of what an employer might
experience in these circumstances is important. For example, it may lead to
future interventions aimed at improving employer support to be designed in a
way that makes them more contextually relevant, fitdeand feasible in real

life settings. Such knowledge and understanding may also help other
stakeholders (e.g., health professionals) involved in the RTW and retention of
people with ABIs and mental iliness to be aware of the challenges potentially
facedby employers; and work with them to overcome those challenges.
Optimising employer support may lead to more ABI survivors wiinodbid
mental illness successfully returning snd retaining working roles, leading to
benefits for ABI survivors and théamilies, their employers, organisations,

and the UK economy. Thus, this review aimed to explore factors influencing
SYLX 228 SNRQ &dzLlLi2 NIi  Fapd\staysivwaik Howirga 0 2
ABIs or mental illness. Review questions were: 1) What baarais

facilitators have employers experienced when supporting employees with
ABIs or mental illness to returntand stay in work?; and 2) What contextual

characteristics were present when these barriers and facilitators took place?
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3.2.3. Methods
The Enhancing Transparency in Reporting the Synthesis of Qualitative
Research statement was used to guide the structure and content of this
article[235]. As this study was a systematic review, it was exempt from ethics

committee approval.

3.2.3.1. Eligibility criteria
vdzl f AGF GAGS aidRASE SELX 2NAy3a SYLX 288N
influencing their support for employees to return-tand stay in work after an
ABI and/or mental iliness were eligible for inclusion. ABIs were defined as any
injury taking placeo the brain after birth236]. Thus, ABI survivor employees
may have suffered a stroke, traumatic brain injury (TBI), or other injuries
related to an aneurysm, tumour, carbon monoxide poisoning, encephalitis,
hypoxia/anoxia, and meningitis. Mental illnesses were notgeéned to
avad missing studies where they had been included as an alternative
umbrella term with other conditions or illnesses, e.g., episodic disability. In
accordance with previous research involving employ283], employers
were defined as adults in senior occupational roles, such as supervisors,
managers, or staff working withiiRor OH services or departments. Findings
needed to have been reported in textual, ranmerical form to enable
inclusion within a qualitative data synthesis. Studies reporting on the context
of hiring disabled employees, rather than the RTW or job retenpimcesses
were excluded, as were those reporting in the context of an Individual

Placement Support model (i.e., a weildcused heah intervention
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incorporating work placements with job searching skills and-torene
mentoring)[238]. These exclusion criteria were necessary to narrow focus of
the review findings to employees already in employment at the time of their

ABI and/or mental illness.

3.2.3.2. Information sources
A preplanned search of five databases (OVID: MEDLINE, EMBASE, PsycINFO,
ESBCO Host: CINAHL Plus with full text, Business Source Premier) was
conducted by KC for articles published in English from October 2010 until
August 2022. Databases were selected according to relevance of their content
to the review aim, via discussion with the review team and an expert in
systematic review searches. Andgte search was completed from August
2022 until November 2023. To keep the number of included studies
manageable within the review timeframe, the number of databases searched
was limited to five, the start date of 2010 was selected, and grey literature
and books were excluded. Where possible, searches were limited to studies of
human participants in adult age ranges. Reference lists of included studies
were hand searched, and authors of conference abstraei® contacted to

locate further studies.

The electronic search strategy was constructed by KC using relevant search
terms related to the following: employers; return-tetay in work; qualitative.
No conditionrelated terms were used to avoid missing relevant studies
focusing on general sick leawr disability management (e.g., that might

include employers of people with mental iliness or ABI).
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3.2.3.3. Study screening and selection
KC screened titles/abstracts using Endnote (versior289). Potentially
St A3aA0fS FdAt G(SEG& 6SNBE aONBSYySR o8
Gdzy adz2NBE¢ GSNBE AONBSYSR AYRSLISYyRSylf e
disagreements were resolved through discussion. Further details of the study

selection process arerpsented in ePreferredReporting Items for Systematic

Reviews and Metanalyses (PRISMA) flow diagrgga0] (Figure3).

3.2.3.4. Data extraction and quality appraisal
Study characteristics data were extracted by KC using a data extraction form,
adapted from a template from Cochrane Effective Practice and Organisation
of Care[241]. Toenable collection of data on context, the form included the
country in which the study was conducted, health conditions of employees
and reasons for employer support (e.g., RTW or job retention), occupational
roles/responsibilities of the employer, orgaation size and type, details of
relevant country legislation and employer obligations, andwgebf
RTW!/retention support (e.g., support typically available through the public
healthcare system). No further data extraction was required because the

thematic synthesis was carried out within NVivo (versionsb®ware[242].
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Identification of studies

via databases and registers

)
- Records identified from databases:
% 85:3 'I\Elll\ﬁ gkg\lEE(E]n_zlsfslz)) Records removed before screening:
ifé) Ovid PsycINFO (n = 1150) - (DnuBhlcz%)records removed
c EBSCO CINAHL Plus with Full Text B
£ (n = 1614)
= EBSCO Business Source Premier (n
=3631)
e’/
)
Records screened > Records excluded
(n=6782) (n =6692)
Reports sought for retrieval Reports not retrieved (_not published
(n = 90) »| as full texts, or not available through
2 inter-library loan)
= (n=4)
!
[3)
n
Reports excluded:
Reports assessed for eligibility »| Employer data on barriers/facilitators
(n=86) or contextual factors not reported
(n=8)
Employers interviewed in relation to
wrong context, e.g., hiring people
(n=3)
Findings not reported in textual form
_ (n=5)
Research design not qualitative (n=1)
No employer participants (n = 6)
Employers did not have past relevant
Studies included in review experience (n=36)
5 (n=25) Full text not published in English
S Reports of included studies (n=1)
TC) (n = 26, with two reporting on the
= same study)

Figure3. PRISMAlow diagram[240].

The quality of included studies was assessed using the Critical Appraisal Skills
Programme (CASP) Qualitative Chec[i48]. This tool involves appraisal of

the validity of study results, how the results were obtained, and whether the
results are valuablf243]. It is commonly used in heahltelated qualitive

reviews of evidence; and its usage is endorsed by the Cochrane Qualitative
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and Implementation Methods GrouUg44]. KC and BD independently

assessed quality; discrepancies were resolved through discussion.

3.2.3.5. Thematic synthesis
KC applied the Review questi@pistemologyTime/TimescaldResources
ExpertiseAudience and purpose (RETREAT) framey2ak] to inform the
decision to employ thematic syntheg46] as the synthesis methodology,
and this decision was checked with the review team. Use of the framework
enables identification of the synthesis methodology most appropriate for the
review being conducted, based on the review question, the timeframe and
financial/physical resources for conducting the review, knowledge/skill of the
reviewers, anticipated reader expectations and intended use of findings, and
the type of data available to address the review question. To initiate the
synthesis, KC familiarise@iself with the data before completing lidgy-line
coding from results and discussion sections within included full texts, using
NVivo (version 12) softwaf@42]. An inductive approach was taken during
GKS O2RAYy3I adGl3aS (2 SyadaNB (G§K2NPRdJzAK
perspectives. To increase understanding of barriers and facilitators to
employer support, thPMModel [210]was used as a sensitising framework
to map them to the systems in which they took place (e.g., workplace system,
healthcare system, etc). KC compared and organised codes into 22 descriptive
themes and summarised them with example quotes. BD independently
checked the summary against the data and suggested changes to theme

construction. KC examined and interpreted the descriptive themes to
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generate overarching analytical themes for the barriers and facilitators
experienced by employers (Research question 1). Data concerning contextual
factors were included alongside barrier/facilitator data to enhance
understanding of the contexts in whiche barriers and facilitators took place
(Research question 2). Analytical themes were reviewed by BD and JP, and

changes made via group discussion.

3.2.4. Results
Characteristics of the 25 includstudies are presented ihable3. Noneof
the studies included employers of ABI survivors withmewrbid mental illness,
so findings related only to employees with ABI or mental illness (i.e., singular
morbidities). Most were conducted in Swedgtt, 237, 247251], Canada
[252-256], or the UK 33, 146, 257259]; with others conducted in the USA
[260, 261] Barbado$262], Denmarl{147], the Netherland$70], New
Zealand263], Australig75], and South Africi264]. Most were published in
2016 or later (n=20), and seven interviewed employers following participation
in aVRintervention[75, 249, 250, 253, 255, 258,264] 9 YLJ 2 &8 SN& Q
occupational roles were commonly reported as supervisor/manager, HR staff,
OH nurse, small business owners, director, or coordinator. Only ten studies
reported on organisation size; using criteria employed by the UK Government
[265], these were classified as including employers from a mix of A(iG:®
employees) smal(10-49 employees), mediun{50-249 employees), and/or
large-sized organisationg (250 employees|33, 70, 76, 146, 147, 250, 252,

253, 261]
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Nine studies included employers of employees with ABIs (e.g., traumatic brain

injury, stroke)[33, 70, 75, 247, 250, 258, 260, 261, 264K Sa S SYLJX 2& SN&A
organisations included private and public healthcare, charities,

manufacturing, public service/government, retail, and higher education.

These studies focused on RTW of employees, with two considering work

retention also[258, 261] Sixteen studies included employers of employees

with mental illness, including depression, anxiety, and adjustment disorder

[76, 146, 147, 237, 248, 249, 2357, 259, 262,268 ¢ KSA&aS SYLJ 2 & SNZ
organisations included finance, business, information technology,

manufacturing, tourism, hospitality, construction, retail, public

service/government, administration, law, education and research, publishing,
community development, digil marketing, food production, animal care,

consultancy, social care, and healthcare. Seven studies focused on RTW of
employeed76, 248, 251, 25256], the remainder focused on work retention

[146, 147, 237, 249, 252, 257, 259, 262, 263]

3.2.4.1. Quality appraisal of the included studies
Quality appraisal ratings apgesented inTable4. All included studieslearly
stated their research aims; and their choices of qualitative methodology,
research designs, and data collection methods were deemed appropriate.
Two studies reported insufficient detail to inform judgment on
appropriateness of recruitment strategg[253, 262] nineteen studies did not
report consideration of the relationship between the researcher and

participants[33, 70, 75, 76, 146, 147, 237, 2249, 251257, 260, 262]Some
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studies reported insufficient detail to inform judgment on consideration of
ethical issues (n=R)46, 256]Jand sufficiently rigorous data analysis (n23p,

253, 263] Authors of one studj261]did not clearly state their findings. All

other studies were judged as meeting these critefifLincluded studies were
deemed as having some value, e.g., by discussing their findings in relation to
practice/policy or previous research, suggesting new areas for future
research, and discussing how their findings could be applied in real life
contexts. In studies conducted within specific contexts (e.g., a large
organisation in Canad&56], social firmg§257], and countries with very

different health and social care systems, it was questionable how transferable

their findings were outside of these contexts.

Weighting or exclusion of studies based on their quality appraisal were not
conducted. The CASP tool was not designed with an accompanying scoring

system, and it is suggested that ratings for actual domains are presented

2660 | 25 SOSNE GKS RS@OSt2LISNARA ada3asad Gk
assigned to the first three questions, then it may be considered-poatity

evidence[266]. AsTable4a K2 g a& NI BAYy3Ia 6SNBE aaiadiaysS
the first three questions, suggesting that no pamprality evidence was

included. Furthermore, weighting of individual studies would not have

ddzoadl ydAalrftte AyTFtdzSYyOSR FTAYRBRBYHA O0A DS

ratings showing the same findings).
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Table3. Study characteristics of tigbincluded studies.

Netherlands

barriers and

FI3SRPQ

First Study aim/research | Study Details of linked Employerparticipant characteristics Industry, sector, Contextual
author, guestions desigriapproach, intervention (N/A if | Sample size Occupational roles organisationsize*, and reason/s for
year of data collection not applicable) Gender, setting (details not included | employer support
publication method Age, if not reported)
and country Race/ethnicity
Bush, 2016 | TodescribeTBI Multiple case study N/A Femak (only Supervisor Crop insurance agency RTW following
[260] d dzNA 32 NER case reporting severe TBI.
experiences of Semistructured employer view).
USA employment post interviews Age, race, and
injury. ethnicity not
reported.
Coole, 2013 | To explore Explorativestudy N/A N=18 HRstaff (n=3),0H Industries: 8rvice (n=12), RTW after stroke.
[33] experiences of Gender,age, physician (n=1QHnurse | various (n=1), engineering
employes Semistructured race and (n=3), small business (n=3), omanufacturing
UK supporting interviews ethnicity not owners (n=3), managing | (n=2)
employees to RTW reported. director (n=1),
poststroke manager/supervisors Organisation sizeakge
(n=4), disability (n=8) micro (1=4)small
employment advisor (n=1), medium(n=3)
(n=1)
Devonish, Manageg ¥ewson | Explorative study N/A Male: n=8 Public sector managers | Industries: @il service Ongoing
2017[262] management of female: n=8 (n=8): e.g., senior personal and health employersupport
mental health and Two focus groups Age range: 32 | executive accountingor | services, finance, tourism | for employees
Barbados illness in workplace 59 years Race administrative officers and hospitality, with mental
andethnicity Private sector managers | construction, and illness
not reported (n=8) including HR, retail/wholesale
operations and line
managers.
Donker To investigateABI Explorative study N/A Male: n=4 Supervisor (n=1), line Organisation size and RTW following
Cools, 2018 | & dzNIJA @2 N& Female: n=3 manager (n=3), setting: Large (towihall, non-progressive
[70] SYLJ) 2 &S N& | Semistructured Reported as HR manager (n=2), academic hospitahational | ABI.
perspectives on RTV| interviews 6 SAy3a -wY director (n=1) sports federationpolice
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facilitators, and

ethnicity not

office, schools [n=2]),

important aspects of

Focus groups

experience supportingra

solutions for RTW reported. medium €actory).
challenges.
Gignac, Toexplore Explorative study N/A Male: n=7 Supervisor/manager Industries: Business, financ{ Work retention of
2021[252] employed Q female: n=20 (n=11), HR personnel and professional services | employees with
perspectives on Semistructured Age race and (n=5), union (n=4), education or episodic
Canada disability interviews ethnicity not representatives (n£0), government (n=6), disabilities
communication reported. medicalprofessionals healthcare (n=6),
support processes (n=2), healthand safety manufacturing, construction
representative (n=1). or utilities (n=4), norprofit
(n=1), service or retail (n=1)
multiple (n=5).
Gordon, To investigate the Multiple case study N/A Male: n=4 Not reported. Sectors and setting®rivate | Work retention
2015[263] critical factors for female: n=10 sector(n=7):e.g., small support for
employment of Semistructured Age race and bakery, electrical retailer, employees with
New mental health interviews ethnicity not pharmacyyerylarge mental illness in
Zealand service users, from reported. supermarket open
perspectives of employment
employees and their Public sector (n=4e.g.,
employees school, university, police
force, mental health
organisations (n=3)
Gouin, 2019 | To explore influence| Secondary analysis of InterdisciplinaryvR | N=19 Supervisors (n=14) and | Industries: 8rvice(n=2). RTWrollowing
[253] of decisioamaking | three multiple case focusing on Gender,age, HRmanagers (n=5) mental illness or
processes on the studies reassurance, race and musculoskeletal
Canada RTW of employees avoidance ethnicity not condition
with common Semistructured behaviour fear reported.
mental disorders or | interviews reduction,
musculoskeletal stakeholder
conditions collaboration and
progressive RTW
Hellman, To explore Explorative study N/A Male: n=3 Roles noteported. Not reported RTW after stroke.
2016[247] stakeholder views of female: n=2 Employers all had
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Sweden

the RTW process

Age race and

employee with post

andinfluenceof ethnicity not stroke RTW.
these views olRTW reported.
services
Holmlund, To identify ethical Explorative study N/A Male: n=2 Coordinator (n=2), B Not reported. RTW due tonild-
2022a[248] | issues arising during Female: n=8 nurse (n=2), kef to-moderate
RTW coordination | Semistructured Age race and ExecutiveOfficer (n=2), depression,
Sweden for employees with | interviews ethnicity not HR personnel (n=4) adjustment
common mental reported. disorder, or
disorders anxiety.
Holmlund, To explore Explorative study Goordinator Male: n=4 Linemanagers (n=7), Private sector (n=7), Work retention of
2022b[249] | employee and supported Mean age chief executive officer municipality or regional employees, just
managerial Semistructured employees and (range): 49ears | (n=1), school principal sector (n=4) prior to absemre
Sweden perceptions of interviews employers to (36:63). (n=1). Details of other due to
reasons for sick collaboratively Female: n=7 manager roles not depression,
leave resulting from identify RTW issues| Mean age reported. All were adjustment
common mental and solutions (range): 44years | responsible for disorder, or
disorders (32-54). Age rehabilitation of a anxiety.
race and participant in the linked
ethnicity not RCT
reported.
Irvine, 2023 | To explore how Explorative study N/A Male: n=4 Managers (N=21) Organisation size and secto| Work retention of
[146] small business female: n=17 Q0 employees, ithird employees with
contexts influence | Semi Age race and sector(charities,n=7) or anxiety,
UK support and structured/narrative ethnicity not private sectors (al4). depression, or
management of interviews reported. Industries healthand social | stress.

mental health
problems in
workplaces.

care (n¥), skilled manual

(n=1), law (n=1),

manufacturing/sales (n=1),

consultancy (n4),

community development
(n=3), construction (n=1),

digital marketing (n=1),
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retail (n=1), animal care
(n=1)

Lemieux, To record Explorative study N/A Male: n=8 Supervisos Organisation size and RTW due to
2011[254] & dzLIS NIJA & 2 female: n=3 industry:Medium (n=4) or | commonmental
perceptions of Semistructured Age race and large (n=7)Education (n=4), | illness
Canada factorsinfluencing interviews ethnicity not financial (n=3), food retail
RTW of employees reported. (n=1), transportation (n=1),
with common public service (n=1) and
mental disorders health (n=1)
Lexén, 2019| To develop a model | Grounded theory N/A Male: n=9 Not reported. Industries:Manufacturing RTW due to
[76] explaininghow female: n=14 (n=3) installationoperation, | mental illness
attitudes, Interviews (type not Mean age= 51.8 andmaintenance (n=1)
Sweden knowledge and reported) years.Raceand healthcare (n=5)estaurant
experiences of ethnicity not (n=1) sales, purchasing and
employers and reported. marketing (n=2)law (n=1)
rehabilitation information technology
professionals (n=3) construction (n=2)
influenceRTW police (n=1)Organisation
strategies sizesMicro (n=14), medium
(n=10)
Libeson, Toexplore Explorative study VR program led by | Male: n=6 Direct manager (n=8); Organisation sizes, sectors,| RTW following
2021[75] experiences of TBispecialisOT. female: n=6 RTW/HRoordinator and industriesSmall (n=2; | TBI.
employers of TBI Semistructured Included worksite Age range: (n=2); Director and direct| private sector:
Australia survivors who hd interviews assessments, 30-70years. manager (n=2) entertainment, public
received employer liaison, Raceand relations); medium (n=1,
comprehensive VR cognitive strategies,| ethnicity not public hospital); larg (n=9,
tailored work reported. private sector:finance
modifications, and retail, hospitality. Rblic
ongoingsupport in sector: construction.
the workplace.
Marois, To evaluate Sequential mixed RTWprogram N=7(all female). | Employeravorkedin a No details reported RTW following
2020[255] feasibility of a RTW | methods design includedWork Median (range) | health office (n=5) or in sick leave of six
program from Disability Diagnosis| in years: 37 (29 | HR (n=2) months due to
Canada perspectives of Group discussion Interview, work 60). Raceand
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employers, insurers, preparation and ethnicity not commonmental
employeesand coaching to develop| reported. illness
unions employee work
capacity and
maintenance
support
Morant, To explore Explorative study N/A N=12 Managers of social firms,| Organisation sizesiverage | Work retention of
2021[257] experienceof Age, race and where at least one number of people employed employees with
employees with Semistructured ethnicity not employee had a mental | =7. Organisation types: mental health
EnglandUK | mental health interviews, focus reported. health problem Training (n=2)recycling problems
problems, mental group (n=2); andne each of
health clinicians, ang gardening, printing, market
managers of social research, health foods,
firms, on the value framing, textiles, and travel
of social firms for agent
VR, wellbeing and
employment
Nielsen, ExamineY” | y- I3 S‘ Longitudina] N/A Male: n=7 Line managers |ndUStrieS:PUb|iShing (n=1), Work retention of
2023[259] supportive descriptive qualitative female: n=13 Information Technology employees with
behaviours towards | study Age (years): (n=1),police andemergency | anxiety,
UK employees who had 25-44: n=6 services (n=2), education depression, or
RTWfollowing long | Semistructured 4555+ n=11 and research (n=2), stress.
term sickness interviews Not reported: administration (n=8),
absencedue to n=3.Race and healthcare services (n=6)
common mental ethnicity not
disorders reported.
Ost Nilsson, | To explore Explorative study Tailored VR N=4 Managersof stroke Industries and organisation | RTWafter mild-
2019[250] managerial and co delivered by OTs. | Gender,age, survivorparticipants. sizes Transport (n=1 to-moderate
worker experiences | Semi-structured Employers received| race and medium), manufacturing strokeduring a VR
Sweden of RTWprocesses interviews informationon ethnicity not (n=2;smal), and education | programme
involving a stroke strokeimpacton reported. (n=1;smal).

survivor colleaguas
part of aclient

work abilities,and
met with OTs,
stroke survivosto
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centred VR plan and evaluate

programme work trials
Porter, 2019| To explore Grounded theory N/A N=24 Not reported. Industries:Politicsand Support for
[237] SYLX 28 SN& Male: n=10 government (n=1)aw employees with

knowledge, beliefs,

Interviews(type not

female: n=14

(n=1) police (n=1)

mental iliness to

Sweden and strategiesn reported) Mean (range) in construction (n=1) cope with their
support for years: 49.2 (39 information technology condition within
employees with 62). Raceand (n=2) sales, purchasing and| the workplace
mental iliness ethnicity not marketing (n=4)restaurant

reported (n=1) installation operation
andmaintenance (n=1)
healthcare (n=4)
manufacturing (n=3)
education (n=5).

Radford, Identify 1) most Part of mixed Individually tailored | N=18. Coordinator (n=1)ine Settings: Bability inclusion | RTWand work

2018[258] | valued intervention | methods process VRdelivered by Gender age, manager (n9), HR servicean NHSTrust, a retention
componentsand 2) | evaluation nested OTs. Employers anq race and manager (h=1head of restaurant,aschoo] private | following TBI.

UK most important VR | within feasibility trial | family members ethnicity not department (n=1)OH OHcompanies (n3),
outcomes,from of a VR intervention | alsosupported to reported. professional(n=3), manufacturing companies
perspectives of TBI increase assistant director (n=1) | (n=2), universities (n=2),
survivors and Semistructured understanding of disability employment charities (n4), voluntary
employers and interviews TBlimpact on advisor (n=1), personal | sector organisation (n=1),
service providers individual and their injury solicitor (n=1). private solicitor (n=1)

(number 2 only). work ability. government empmyment
agency(n=1).

Santy 2016 | To exploreRTW Ethnographic study N/A Male:n=3 Business owner (n=1), Organisation sectors and RTW and work

[261] implications for female: n=3 director (n=1), sizes: Private: small and retention
policy relating téTBI | Semistructured Age range: 52 | adjudicator (n=1), large (n=2); public: large following mildto-

USA survivors and interviews 62 years consultant (n=1) (n=2). moderate TBI.
identify factors Raceand coordinator (n=1),
facilitating success ethnicity not manager (n=1)
of RTW programs in reported.

Washington State
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RTW.

reported.

Soeker, To explore Explorative study Fourstage VR N=1Q Junior supervisor (n=1), | SettingsFood outlets (n=6),| RTWfollowing
2019[264] perceptions and intervention. Gender age, senior supervisor (n=1), | alocal beverage factory, a | mild-to-moderate

experiences of Semistructured Involved reflective | race and floor manager (n=4), security companya non TBI.
South Africa| employers and interviews processes, ethnicity not general manager (n=2), | governmental organisatian

caregivers of TBI enhancement of reported. manager (no other detailg

survivors following individual reported) (n=1), business

completon ofa VR capabilities, work owner (n=1)

program simulation, and

RTWmanagement
(24 monthg.

StArnaud, | To defineparadigms | Explorative study N/A N=24 Senior managers (n=7) | Seven departments within | RTWfollowing
2011[256] and practices of Gender age, direct supervisors (n=30 | one organisatior{no other mental illness

workplace Semistructured race and OH officers (n=7) details reported)
Canada stakeholders interviews ethnicity not

involved in reported.

managing RTW of

employees following

sickness absence

due to mental

illness
Thisted, Toexploreemployer | Explorative study N/A Male: n=1 Management positions, | SectorsPrivate Work retention
2020[147] attitudestowards female: n=4 all with >fiveyears psychological care clinic support for

management of Semistructured Age range: 46 | leadership experience (n=1). Other: organisations | employees with
Denmark employee interviews 72years. based in education (n=2), | depression.

depressionfocusing Raceand healthcare (n=1), social

on challenges and ethnicity not sector (n=1)

opportunities in reported. Organisatiorsizes: small

providing support (n=2)andmedium(n=3)
Tjulin, 2010 | To explore social Grounded theory N/A Male: n=1 Supervisors (n=6), HR Seven work units within RTWfollowing
[251] relationsand female: n=7 managers (n=2) three public sector mental illness or

workplacedynamics | Interviews(type not Age race and organisations. musculoskeletal
Sweden before and after reported) ethnicity not issues.

*QOrganisation size defined as micraX0 employees), small (380 employees), medium (8250 employees), or large (>250 employe@6b].
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Table4. Quality appraisal ratings for included studies.

First 1. Was there a 2. Is a qualitative | 3. Was the 4. Was the 5. Was the 6. Has the 7. Have ethical 8. Was the 9. Is there a
author, clear statement | methodology research recruitment data relationship issues beeriaken data analysis clear
(year of of the aims of appropriate? design strategy collected in a | between into consideration? | sufficiently statement of
publication) | the research? appropriate to | appropriate to | way that researcher and rigorous? findings?

address the the aims of the | addressed participants

aims of the research? the research | been

research? issue? adequately

considered?

Bush (2016)| Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Coole
(2013) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Gouin
(2019) Yes Yes Yes Can't tell Yes Can't tell Yes Can't tell Yes
Lemieux
(2011) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Soeker
(2019) Yes Yes Yes Yes Yes Yes Yes Yes Yes
Donker
Cools (2018) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Devonish
(2017) Yes Yes Yes Can't tell Yes Can't tell Yes Yes Yes
Gordon
(2015) Yes Yes Yes Yes Yes Yes Yes Can't tell Yes
Hellman
(2016) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Ost Nilsson
(2019) Yes Yes Yes Yes Yes Yes Yes Yes Yes
Radford
(2018) Yes Yes Yes Yes Yes Yes Yes Yes Yes
Santy
(2016) Yes Yes Yes Yes Yes Yes Yes Yes Can't tell
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Lexén

(2019) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Marois

(2020) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Porter

(2019) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
StArnaud

(2011) Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes
Thisted

(2020) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Tjulin

(2010) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Libeson

(2021) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Gignac

(2021) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Holmlund

(2022a) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Holmlund

(2022b) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Morant

(2021) Yes Yes Yes Yes Yes Can't tell Yes Yes Yes
Irvine Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes
(2023)

Nielsen Yes Yes Yes Yes Yes Yes Yes Yes Yes
(2023)
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3.2.4.2. Findings from the thematic synthesis
Themes that emerged from the thematic synthesis are presentédgure 4
and include: 1) Awareness of condition/illness and support needs; 2)
9YLX 228 SNEQ I U (gkillsdail &xparientey3 BrdviSidh BfSvark
accommodations; and 4) Influence from stakeholders. Across all themes,
barriers and facilitators to employer support took place throughout the
RTW/retention process, relating to the employer themselves, the employee
with the ABI or mental illness, and various environmental factors within the
workplace, healthcare, legislative/insurance, and culture/politics systems.
Direct quotes to illustrate the findings are presentediable5. The barriers
and facilitators are summarised irable6 and reported within theme
descriptions. Where reported, contextual characteristics surrounding the
barriers and facilitators are described within the theme descriptions and

summarised inrable?.

87



Disclosure of
condition/illness

Awareness of
condition/illness and
support needs

P
Access to information

about employee

S

p
Attitudes towards

condition/illness and
Employers’ attitudes, support needs

Themes and sub- } knowledge, skills, and -

themes resulting from experience - ~
thematic synthesis Knowledge, skills and
experience

S
~
Provision of work
accommodations )
~ Employees
Influence from
stakeholders
4 \—(Other stakeholdersj

Figured4. Themes and suthemes from the thematic synthesis

3.2.4.3. Awareness of condition/illness and support needs
Disclosure of condition/illness or support needs
Across the ABI and mental health literature, employers were not always
g NB 2F Iy SYLX2eSSQa RAIFIy2aira 2N (K
a lack of communication from the employee themselves. In Dda¥H and
Canadiarj252] studies, employees reportedly described depression to
employers as something else, due to cultural taboo associated with

depression. In studies conducted in New Zeal@3Y]and Swedeii248],
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where employees had disclosed their mental illness it led to better

understanding and supportive action from their employers.

In a UKbased study, stroksurvivor employees had reportedly not asked for

help from employers; the authors suggested this was linked to an uncertain
SO02y2YA0O OftAYIUSE FyR GKS SyL}i28S5S8SQa o
redundancy risk33]. Employees with ABIs or mental illness were not always

aware of their residual limitations and werklated challengef237, 252, 260,

261]. In one study, where employees with ABIs had communicated their

limitations, it led to more realistic expectations and facilitated their HTUY.

Access to information about employees

Employers also experienced barriers accessing information about an

SYLX 28S5SQa O2yRAUGAZ2YKA{262y254employery (62 |/
were omitted from disability support and RTW planning for employees with
YSyialrt AtftySaaT FyR KAA AYF2NNIGAZ2Y &
provision of supporf237, 254] Across ABI and mental health literature,

employers in Sweden and the UK reported a laclobfnadequate

information from health professional§6, 247, 248]and costs when

obtaining report§33]. According to the authors, consent and confidentiality

issues and faulty systems were partly to blame for challenges accessing

information to inform RTW decisiofi33].

Employers of stroke survivors in a UK study had overcome these issues by

requesting the employee obtain it in writing from health professiofida8. In
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the USA, information from doctors increased understanding of a TBI survivor

SYLX 28SSQa oAt AGASE | yY[BILUAYF2NYSR LI Iy

3244, 9YLIX 28SNRBRQ FGdAGdzRSasx 1yz26f SR
experience
Attitudes towards condition/illness and support needed
l'Y20KSNI 6F NNASNI gl a GKFEG SYLX 28SNBQ gA
GKSOUKSNI GKS& alg |y SYLX 2e&6&rpapshbnaly Sy | €
issue[147, 256] and whether they saw provision of support as a worthwhile
investment[147, 263] In Canada, employees deemed as having personal
issues were reportedly scrutinised and pressured to RIS
Across various countries, employers believed employees with mental iliness or
ABIs were valuable for their organisatidi@®, 76, 146, 257, 261, 263jnd
this facilitated their willingness to support these individuals to returnatod
stay in work. One example included an employer covering more work to give

the employee extra sick leay263].

Knowledge, skills and experience

|l ONRPaad a4SOSNIt addzRASa Ay QI NAR2dza O2dzy
by their lack of knowledge about ABI or mental illness, and its impact on work

ability [76, 147, 237, 247, 250, 254Vhere employers lacked knowledge of

cognitive problems associated with ABIs, authors felt it led to

misinterpretationg[258] and inadequate workplace environmerf61]. In

Sweden, where employers lacked knowledge of mental illness, they

experienced conflict and uncertainty supporting employees to AN
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Authors stated that where employers had relevant knowledge, it potentially
improved their attitudes towards depression, and facilitated planning of

communication and workplace environmerjist7].

l ONRPaad a4SOSNIE O2dzyiNASaz SYLX 28SNRBRQ a
of knowledge and/or skill regarding supportive strategies for RTW and

retention of employees with ABI and/or mental illndg$, 146, 237, 250, 251,

254, 259, 262, 263This included a lack of knowledge regarding legal

obligations and responsibilitig83, 263] the appropriate strategy to use for

contacting an employee early ¢251, 256] ways of determining a support

period[237], understanding what to expect from employe@87, 264] and

knowledge about sick leave policies and company reorganispt@r252] In

the ABI literature, Swedigl250] and UKbased studie$33, 258]reported that

SYLX 28SNREQ &dzLJLI2NI ¢l a FlIOAEAGFUGSR o8
professionals regarding work modifications, legal requirements on driving,

dealing with consequences of TBI/stroke, grading of tasks, and planning and
monitoringaphd SR w¢2 & 9YLX 28SNBQ LINBOA2dza SE
and work life (especially dealing with mental iliness) also facilitated

understanding and handlingf RTW challengg237, 250, 251, 259, 263]

Employers felt having the skills to engage in open, calm, angutdgmental
communication enabled them to learn about the employee, their mental

illness, and potential need263]. Knowledge and skills relating to increasing

SYLX 28SSaQ O2yFARSYOS o0So3ds GKNRAAK ¢
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reinforcement) were also considered important, whether employees had an

ABI[75] or mental illnes$263].

Across ABI and mental health literature, other barriers experienced by

employers related to skills for dealing with unexpected issues, such as:

recognising when an employee was unwell or strugd&3]; supporting an

employee with cognitive difficultieg5]T Y I y I 3Ay 3 SYLX 28SSaQ
performance/capability issues and unrealistic expectatiotis 146] and

dzy RSNR Gl YRAY3I SYLX 28SSaQ LPBHNB2YIFfAGe O
Employers also found it challenging to support TBI survivor empldy&gs

and employees with mental illne§®54] to accept they would not be

performing at preinjury/iliness levels when they returned to work. Authors

stated that TBI survivors with high motivation and drive to return to previous

roles were challenging to manage from a performance perspective, due to

ongoing difficulties and their persistenfés]. Some of these employees

reportedly developed anxiety and depression, and employers struggled to find

them meaningful, appropriate duties.

Employer skills in effective leadership (e.g., managing work conflicts early and
planning to review the RTW process with others) reportedly facilitated
retention of employees with TBJ]261] or mental illnesg237]. Retention of
employees with mental illness in the UK and New Zealand was also facilitated

through organisations having links with local sources of sug@ért, 263]
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3.2.4.5. Provision of work accommodations
Across the ABI and mental health literature, the potential or actual impact on
co-workers could act as a barrier to employers providing work
accommodations. The absence of an employee, for example, sometimes
meant ceworkers were required to work harder féengthy time periods,
sometimes experiencing frustration, stress, distress, and ankiétyl46, 147,
252]. Coeworkers could also experience jealousy if expected to provide-long
term support to an employee with these conditions, or if they saw
accommodations provided for the employ§#3, 237, 252] Some employers
reported challenges supporting employees with mental iliness or TBIs due to
O2y Tt AO0 0SGeSSy YSSiAy3a -SXNY ZRBSaNS TR

[146, 147] or protecting ceworkers from potential harni33, 75]

Other barriers specific to organisational contexts related to financial status,
2NBHFyAal A2yl 202SO00AGS&ax Ayl RSljdz S
workloads, and organisational+sructuring. Employers within mediumand

smallsized organisatiohwere restricted by financial aspects of work
accommodation$75, 146, 147, 261For example, in small organisations

provision of accommodations (e.g., lighter duties) to employees with TBI or

mental illness was not sustainable because it negatively impacted

productivity, business reputation and growth, and could even threaten

survival of the businesgl46, 261] In large Canadian organisations,

accommodations for employees with depression were restricted by

productivity and absence objectiv§56] and senior management attitudes
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(e.g., seeing work accommodations as costly and unbenefi2&#). In other
studies, employers struggled to provide support due to lack of autonomy (i.e.,
needing to have changes approved by senior managenj2b9)], and time

and large workloadf251, 254] and extra support for employees with mental
illness[146, 262]Jand TBI$75] had proven burdensome. Employers of ABI
survivorg33] or mental illnesg146]in the UK had taken on extra

responsibility due to unavailability of HR support. In the ABI literature,
organisational restructuring limited or prevented availability of suitable,

alternative work roles for employedg0, 75, 264]

3.2.4.6. Influence from stakeholders
Employees
OYLX 28SSaQ FGdGAdGdzRSas o0SKIFI@A2dzZNEX | YR
FFIOAEAGIOS GKS &dz00Saa 2F SyLX 28SNBQ A&
Authors reported an ABI survivor did not attempt to use compensatory
strategies for his memory to aid jgierformance, potentially because he was
unaware he had memory probleni260]. Others reported the following
AdadzSa Fyz2y3 SYLX 2eS8SSa gA0GK YSydlrt Aff
being closeeminded and uncompromising with proposed work
accommodation$254]. Similarly, if employees with ABIs were too motivated,
it could result in stress and pressure and threaten or hinder their BBW
70. InaUKb I AaSR adddzReé> dziK2NBRQ &dzZaA3SaiSR N
among stroke survivors included financial insecurity, and guilt relating to

perceived loss of status and burden orworkers[33].

94



OYLX 28SNBEQ NBOGFAYYSYy(l 2F SyLi2eSSa oAl
facilitated by these employees having certain qualitiesludingknowledge

and honesty around their illness and work ability; creativity; trustworthiness;
resilience; professionalism; a good work ethic; good communication skills; and
optimism[146, 147, 248, 249, 263} other studies, employers considered it

helpful when ABs$urvivorshad retained prenjury orientation and

communication skills; tearmvorking skills; and good pii@jury job

performance[33, 70, 260]

Other stakeholders

QYL 28SNBRQ we¢2kNBUGSY(GA2Y &adzZlJ2NIL o+ a |
involved, including health and social care professionals, employers and their
superiors, HR/OH staff, government authorities, insurance agents, and an

SYLX 28SSQa FrYAf@ FYyR FNASYyRao®

In the mental health literature, authors reported that lack of communication

across stakeholders led to frustration among workplace ad@sg], and

delays in the RTW procegb4]. At times, there was also lack of clarity over
RATFSNEBYyUG aidl {SK2f RSNEQ NRf Paa8Ba L2y aAi
and in a Swedish study sometimes this meant no one took responsibility,

leaving the employee to manage their own RT24/1].

OYLX 28 SNEQ adzLJLIR2 NI F2N LIS2LX S sA0K YSy
when different stakeholders had different agendas, and each stakeholder

tried to make things go their way. For example, authors reported that health
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professionals in Sweden and Canada hindered contact between the employers
and employee$248], and made demands without understanding the

situation or job requirement$/76]. In Canad§254], Sweder{250]and
Denmark{147], insurance agencies and social workers reportedly applied
pressure for RTW to happen quickly. In the Netherlands, employers and ABI
survivors described how family and friends placing pressur@oalaiming

time of employees could be a hindranjg®]. Imposition of other

aidl1SK2ft RSNAQ F3SyRlla IyR t£F01 2F RSTA
happen within an organisation, and hinder RTW or retention support. In a

large Canadian organisation, government authorities and senior management
pressured ® staff and supervisors to control absences and reduce disability
insurance costf256]. The juxtaposition of wanting to support employees with
mental illness versus controlling absences, combined with a lack of clear
guidelines, meant there were contradictory practices and confusion among
supervisors and OH officers in different departmer8smetimes supervisors

did very little to support because they saw prevention and management of

absences as being the role of OH and HR departments.

Across the ABI and mental health literature, communication across

a0 1SK2f RSNA G6AUKAY YR 2dziaARS 2NHI YA
retention support[33, 75, 76, 146, 147, 237, 250, 251, 253, 255, 256, 261,

263]. For example, communication with the Swedish Social Insurance Agency

and social workers supported development of task identification and

workload management strategies for stroke survivi@s0]. In another
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Swedish study, support from a public employment service improved employer
confidence in meeting and supporting employees with mental illfié8k
Additionally, HR staff advised on working with employees with mental illness
in Canadd254], managing performance issues in TBI survivors in Australia
[75], and legal obligations regarding sick leave and time off for appointments
due to mental illness in New Zealaf&63]. Communication with OH

personnel enabled sustainable solutions for employees with mental iliness in
Sweden237]; and signposting to psychiatrists not accessible in public health

networks in Canadg56].

Ly GKS 1. L fAOSNI G0dzNBX FlFYAfE& YSYOSNEQ
Australia revealed to employers whether they were coping with increasing
working hours and responsibiliti¢g5]. In the Netherlands such observations

aided resetting of RTW godl&0].
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Table5. Examples of study quotes per theme.

Theme Subtheme | Example quote

Awareness of Disclosure of condition/illness

condition/illness and Barriers:

support needs Employeesiescribed depression as somethinl d X RSLINBaaAzy 7\ & 1/6228SRY YR y2062Re Grftla o
else, due to cultural taboo linked to depressi RS LINS aaA 2y | & & NB4HAuRMNIntar@eraBomK A y3 St asSXxe¢
Employees with ABIs or mental illness not | @ ¢ . L adz NIDA @2 N G¢KS 2N SN A& y2i dzadzfte y?2
always aware of residual limitations andwer 3S &G GKSNB |y R RAa020SN) K81l OF yQili R2 a2YS LI N

related challenges
O9YLX 28SSa gA0GK SLIAEA2RAO RAaALOAfAGASEAET So3aos

O2yRAGARZY S @2dzQ@S 320 adoidf SN GKAy3IayY YStiR24
behaviour, not fqulIIlng commitments, or notshdwy 3 dzLJ F2 NJ 62 NJ NBX I dzf | NI

OFLaSaz ¢S GNB G2 oS la 3A22R ba S OlLyod 2KSy &
NEFfAdGes GKSYy ¢S KI @SR (F1S (GK2aS ©OSNE RSt A
Facilitator:
Disclosure of mental illness led to better 62 KSYy thdfF RAR &doaSldSyidfe RA&Ot2aS KAa S E LJ§
employer understanding and supportive actiof Fdzf £ &8 |y R (2 2FFSNJ adzLJLl2 NIR63R F NBIj dzA NBRE 6! dzi K

Access to information about employee

Barriers:

Employers omitted from disability supportand w9 YLJ 28554 6AGK SLIAAaA2RA0O RA&lLOAfAGASEAY SoTod:

RTW planning Ay Ot dzRSR AY RAAOdzAAA[ZBEE 0! dziK2NJ AYGISNLINBGI G A

Lack of or inadequate information from healthh ®9 YLJX 28S8Sa 6AGK YSyidlf AffySaae ao9yvYLi288SNm | f

professionals YSSUAYy3 6AGK GKS RAFFSNByd wez &ASNBAOSE 6AGK
2 LINPOARS | RSljdzZ (S ¢ 2iN@rpreta@od)8]Y2 R A2y aé o! dzi

Facilitators:

Obtained information from employee (e.g., by @{ G NRP 1 S a dzNBA @2 NJ SYLJ) 2@ S Sae a{2YSiAvySa &z2dz O}

asking them to get it in writing from health 82dz 4SS &82dzNJ LIKeaA2 ySE u T 2N) 6K2S@OSNE Oly @éz2d

professional, or asking them to communicate| § KS LIK&aA28B3)sAtt R2 (GKI (¢
their support needs)
Attitudes towards condition/illness and support needs
Barriers: |
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9YLX 28 SNAQ
knowledge, skills, and
experience

Employer support depended on whether they|
saw mental illness as a workplace or persong
issue

Ah LI NI dzy AGASE (G2 &adzZJl2 NI SYLX 2eSSa 6A0GK RSLN
as a private matter that should be managed in the private sphere or embraced as a workplace issue {
Ay @2t 3Sa GKS NB&LRyaArdnetpretatdn)[24F] G KS SYLX 28 SNE

aXFoalSy0Sa LISNIFAyAy3 G2 YSydalrt AttySaa @SNa
YSIFadaNBa 2N LINPOofSYa NBEFTGSR (2 LISNA2YILf fATFS
recover and had access to additional sessions uttteemployee assistance program (EAP). Other work
received telephone calls putting them under greater pressure, and were questioned and challenged

NEIFNRAYI GKSANI GNBIFGYSyid | yRS6KSIEf GK adl dzaé
Facilitator:
Employees with ABIs or mental iliness we¢. L AdNBAG2NI SYLX 285848 4L g2dz R OKIF NIF OGSNRI
considered valuable for organisations AYRAQGARdzZEf @ 2SS KIF@S | o0dzaAySaa [#62] NHzys odzi Al
aL KF@S Iy SYLX2e8S8S ¢gK2 Kla 3I2yS GKNRdAzAK | {2

this experience, he has very good skills to cope with organizational changes and stress compared to
other employees. In this way, he is a resodr#5]

Knowledge, skills, and experience

Barriers:
Lack of knowledge about ABI or mental illnes
FYyR AdGa AYLIOG 2y Sy

Lack of knowledge and skill regarding
supportive strategies for RTW and work
retention

Challenging dealing with situations arising
during RTW process and beyond (e.g.,
recognising when employee unwell)

O{ iNRP1S adz2NWAD2N) SYLJ 28885468 a{ dzOK
dzy OSNIiF Ay Fo2dzi GKSANI fS@Sta 2F a4y
SYLX 28S8SNE 6! dzii R27TNJ A Y G SNLINB G GA2Yy 0

w—
puls
> N
O«

G¢KSe RAR y20( 1y2¢6 K2g o0Sail G2 &adzZJ2 NI GKSANJ
AYLI OGSR 2y 62NJ] loAftAGes &a20Aalt QOWYGSEGT | yR
! . L Adz2NDAD2N) SYL)i 288846 atliASyia FyR SyLX 2@
tSF@Ss yR O2YLIl ye NB2NHFYyAT FGA2yS[706 SNB 0 NNR
WYL 28884 HAGK YSydlt AttySaae aLydGSNBSydAzy
1y26 K2¢ (2 RSGSNNAYS (Y ySOSaal NB adzllll2 NI L
a{2YS SYLXt 28SNH 204SNWSR y2 200A2dza SFFSOGa ¥

jobs, although some of those same employees reported experiencing negative effects. It seemed tha
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STTSOGa GKS SYLX28S8S y20A0SR 6F2NJ SEFYLX S y2i
(Author interpretation)[263]

Facilitators:
Knowledge of depression facilitated
communication with employee

Benefitted from advice and information from
health professionals

Previous experiences useful for understandin
and handling RTW challenges

aYyyz2et SRIS 2F RSLINBaAaAzZY LINPOARSAE 2LIJ2NIdzyAda
communication with employees with depression. Accurate oral and written information is applied to m
RSLINBaaA@gsS aevyLiizya (GKIG T2YO8SYGNRAFSOOAA a7 2 N

we. L AdNDAG2NI SYLJX 2855468 a¢KSe St O02YSR LINI O
guidance about which work tasks to begin with and how to upgrade tasks, and advice on legal requirg
NEIFNRAY3I RNAGAY 4258 ! dzi K2NJ AYISNLINBGFGA2Yy0

O{ iNRP1S &dz2NWAD2N) SYLJ 28858546 a¢KS LI NIAOALI yiG3
both work and private life to handle the challenges with which they were confronted. They emphasise
usefulness of having other experiences likemaning persons with other diagnoses and other difficulties
NBGdzZNYyAYy3 G2 62N] | & ¢S f-term bick leavg, Shase indghts corfribiutds ta
increased awareness about the complexity in the process of RTW and the importancéngfsaficient
GAYSE 0! dziK2MBOA Yy SNILINBGI GA2Y 0

Provision of work
accommodations

wo9YLX 28884 gAlGK YSyillrf AttySaae axXL KIF@S | 2
KSNJ o2dzi a2YS 2F GKIG FTNRY Yé 2y SELSNASYyOS
[259]
Work retention facilitated by employers being
effective leaders and having links with local | @9 YLIJ 28 S8S8& gAGK YSydlt AfftySaae a/2ybiadia Ay
services FyR GKFG O2ybAadia ySSRSR G2 068 RSIHEG 6AGK | dzA
interpretation) [237]
a{ SOSNI &t &a20Alt FANXYa KIR tAyla gAGK t20Ft YS
AT GKSANI YSyidlf KSFEGK o0SOFYS 2501 dzaS F2NJ O2Vy
(No subtheme)
Barriers:

Work accommodations not always possible
dueto impact on ceworkers

RSLINBaaAz2ys R2dzaldYSyid RAA&2NR
S Fff | RedzalYSy 2N SEuBE XEK |
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Employers in smaland mediumsized
organisations restricted by financial aspects (
work accommodations

Employers in large organisations restricted by
negative attitudes of senior management
towards accommodations

Lacked autonomy, time and availability to
provide support for employees with mental
illness

Organisational restructuring during employee
absence created challenges in providing
support (e.g., ensuring appropriate work role

b S KIFBSyQi NBIFff
LISNB2Y o®dd GKS gl & 2dzNJ LX I yd Aa FBHNHzO00GdzNSRz

Providing extra support was burdensome on
employers wIYLX 2888a 4AlK YS)/GI tySaae LT @&2dz RSt ST
R2yS wX8& a2 Al Ol y[26d | S gSAIKG 2y @2dz I fazé

G2 AGK  AYFEESNI SYLX 28SNJ AG A& KFENRSNI G2 2F7FS
wait for the worker to recover from a TBI injury. Recovery in those cases, from my experience, is ofte
12 months. In order forasmallbustnéd (2 & dzNWA @GS GKSe& OFyQid 61 Al
[261]

aae AXAGQEa NRARIKDG
YR | O0AH46A YLI OG 2

—

wIYLX 2888a 4AlGK Yéyu-f A
Jdz

yé
AYLI Ol 2y 20KSNJ 02ttt Sl I

U)>""

GOYLE 28554 6AGK SLIAEA2RAO RAAIOATAGASEET So3aos
their efforts to build awareness, increase training, and provide accommodations for workers with epis
disabilities were seen by their senior maeagent as expensive and time consuming and as not
contributing to the bottomft Ay S 2F (GKS 2NHI YAl I[d5R]2y ¢ o! dzii K2 NJ

WIOYLX 28SSa ¢AlGK YSydalrtf AftfySaae axadaldllR2aSR G2
decide | want to apply discretion and then | have to send a bid with the case up to my senior manage
GKSY G2 32 aeéSa GKIFIGQa 21 dQé

[259]

WOYLX 28884 gAGK YSyillrf AttySaae a{SOHSNIt adzlS
continuously, with large teams to manage in a difficult work context marked by the lack of human and
financial resources. They did not have time to follggvon absent workers and only dealt with the most
dzNB Sy {i256F At S4¢

GAGK YSydrlt At f-yoSarkplicyanddctientpidrSor this; hé

w9YLX 28883
Ad GUKFG 68 R2 y2i KpRHEAP GKS GAYS G2 T2

LINRoOf SY
0! . L &dzNIBAG2NI SYLszéSS & | NBadzAZ i 2 iKS N
RSLI NGYSyidx 2SStttz AT 0 Qa 2y S [@20 X KSQa

al
K S NB
0¢. L &dzNWAG2NI SYLIX 28880 dao

|
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Influence from
stakeholders

Employees
Barriers: we¢. L AdZNBAG2NB &/ NI NBLE2NISRfeé& RAR y2i I d GSY
Employees hindered their own RTW through| dzy' | 6+ N& 2F &2YS 2F KA& LINRPo6fSya 2ME0GKS SE Sy
their attitudes and behaviours
! . L Ad2NDAOG2N) SYLJX 2885846 a9YLIi288SNA y20iSR (Kl
YEAYGFErAY FAYFYOALE aSOdaNRGez GKS NBadzZ GAy3I[7ai

Facilitators:
Employees with mental illness who retained
working roles had certain qualities

Helpful when employees usdided experience
of mental illness to enhance job performance|

RTW of employees with ABIs facilitated by th
retained preinjury orientation and
communication skills

A9YLX 28S8SNB 2F0Sy GFft1SR Ay (SN¥Xa 2F GKS ljdz £ A
than benefits. These qualities included insight, respect (commanded for their views as service users
lived experience), knowledge and honestguand their mental iliness, creativity, confidence,

LINEFSaaAz2yllfAaYY (ONHzZAG62NIKAYSaasz adzJli2 NI[26#S Yy

aW2KyQa @ASe Aa GKFG /KENI23GGSFQa SELISNRASYOS
i2 Sy3arasSs NBtFGS yR @GFfARFGS LIS2L) SQa SELISN
BSNE KAIK NBGSydrpretaion)[263]i S¢ 06! dzi K2 NJ Ay i

FYyR SYLX 28 SN&

F 34 A ga A
L 28SNB | INBSR (KIG 322

o Sy
m)‘<

RSYGAFASR aSOSNIt Tt
R

it
YL 220 LISNF2NXYIy@§ LN

o Q-

Other stakeholders (e.g., family, insurance agencies, health and social care professionals, employers and their sup&i@iistaff)

Barriers:

Lack of communication across stakeholders
caused issues in RTW process, including lac
defined roles

OYL 28SNBEQ &adzlJLR2 NI A G
planning restricted when stakeholders try to
enforce their different agendas

Health professionals caused issues during th
RTW process (e.g., made demands without

understanding situation or job requirements)

WIYLX 28883 46A0GK RSLINBaaAzys [R2daAaGYSY(d RA&2NR
care services and the OHS regarding the medical andRipport available could also add to conflicts an
the risk of employees slipping through the n&herefore, it was important to clarify roles and

NBaLR2YyaAroAt AGASE GKNRBAAK Fy 2Ly RAFf 23dzS [@Bli

WwIYLX 2888a 6AGK RSLJBé
iKS @20l GA2Yy I ¢ oA f
interpretation) [147]

A2y8 AaXSYLX 28SNEQ adzLlL
GFrdazy aidl1SK2t RSNA LR

WO9YLX 288834 gAUK YSyillf
$K2 ¢SNB RSYIFIYRAY3 ¢AlKE2dzi
interpretation) [76]

AfttySaae a9vLI 28SNR | f
I'ye dzy RSNEGI yRAY 3
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Family and friends put pressure -aor claimed
time of employees

®!. L AdNBAG2N SyLX 2855846 atldAaSyida yR SYLX 2eé
Of FAYAY3 | LI GASydQa GAYS | &4[7@ | NNA SNAE 2 we¢?2é

Facilitators:

Communication across stakeholders within a
across organisations useful for planning and
LINE GARAY 3 &adzlJLl2 NI T2

Family support at home facilitated monitoring
F'yR FRedzalGYSyd 2% Sy
and hours following ABIs

O{ iNRP1S &adz2NWAD2NI SYL) 2855468 axO02YYdzyAOlFGA2Y ¢
allowed for more concrete strategies to be developed to handle work demands and to |dent|fy approp

g2N] GFata Ay NBf I A soyrced 2ZAutiioKiSerpkefafoNPBA R dzI f & e
. 20K LI GASYyda yR SYLX 28SNBE dzyRSNXIAYySR GKS A
2F GKS LI GASY(GEQa TFTdzyOlGA2yAy3d | LINROBE &k S (OISR K

[70]




Table6® CI Ol 2 NA

AYyFEdzSyOaAy3a SYLX 28SNBQ

& dzLJLJ2 NJi

Stakeholder/systems
(Based on the systems
defined in theDPM
Model [43])

Barriers

Facilitators

ABI literature only

Mental illness literature
only

Across ABI and mental
iliness literature

ABI literature only

Mental illness
literature only

Across ABI and mental
iliness literature

Employer

Considered depression to|
0S SyLXt 28SS(
issue[147,256]

Support for RTW not
considered worthwhile
investment[147, 263]

Large workloads, lack of
autonomy, and time
constraints hindered
support to employed251,
254, 259]

Lack of knowledge about
ABIl/mental illness and
impact on work ability
[237, 247]

Lack of knowledge/skills
for supportive strategies
for RTW and retention
(including dealing with
unexpected issued)75,
76, 146, 237, 250, 251,
254, 259, 262, 263]

Relevant knowledge
about depression
potentially facilitated
planning of
communication and
workplace
environmentg147]

Open, calm, and nen
judgmental
communication with
employee[263]

Employees with ABI or
mental iliness still seen as
valuable for organisation
[70, 76, 146, 257, 261, 263]

QYL 28SNBQ LJ
experiences of ABl/mental
illness from personal and
work life [237, 250, 251,
259, 263]

Knowledge and skills for
AYyONBIFaay3a §
confidence[75, 263]

Effective leadership skills
[237, 261]

Employee with ABI or
mental illness

Would not employ
compensatory
strategies to
facilitate work
participation[260]

Uncompromising with
accommodation$254]

Did not disclose
diagnosis or workrelated
challengeqd33, 147, 252]

Not aware of residual
limitations or work-
related challenge$237,
252, 260, 261]

Too driven/highly
motivated, could lead to
pressure and stress,

Communicated their
limitations[70]

Had retained
necessary skills for
work performance
(e.g., team working)
and good prenjury
job performancg33,
70, 260]

Disclosed diagnosis
to employer[237,
248]

Had certain personal
qualities, e.g.,
resilience, good work|
ethic[147, 248, 249,
263][Irvine]
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threaten or hinder RTW

[33, 70, 254]

Workplace Organisational re | Employers not permitted | Potential or actual Advice from HR and OH
structuring limited | to have information or be | impact of staff on legal obligations,
or prevented involved in supporting accommodations on co management of
availability of RTW of employef237, workers[33, 75, 146, performance issues, and
suitable, 254] 147, 237, 252] solutions to facilitate RTW
alternative job [75, 237, 254, 256, 263]
roles[70, 75, 264] | Senior management saw | Accommodations not

accommodations as being possible due to financial
expensive, time restrictions[75, 147, 261]
consuming and
unbeneficia[252] Lack of HR support mean
extra responsibility for

Lack of defined employers[33, 146]
roles/responsibilities
across supervisors and O
staff, and pressure from
superiors to control
absence$256]

Healthcare Hindered contact Lack of, or inadequate Information gained

between employer and
employee, and provided
insufficient suppor{76,
248]

information about
employee[76, 247, 248]

by requesting
employee to obtain
it in writing [33]

Advice and
information from
health professionals
regarding employee
and aspects of RTW
procesq33, 250,
258, 261]

Insurance/legislative

Insurance agents applied

pressure for RTW to

10E




happen quickly250,
254]

Culture/politics

Family and friends
put pressure onor
claimed time of ABI
survivor employee
[70]

Social workers applied
pressure for RTW to
happen quickly147]

Support from Swedish
Social Insurance Agency,
social workers, or public
employment services in
improving employer
confidence[76], and
developing strategies to
support employee[250]

Across different
stakeholders in different
systems

(e.g.,HR and OH
personnel, insurance
agents, social worker,
Swedish Social Insuranc
Agency)

Lack of communication
across stakeholdef252,
254]

Lack of defined
stakeholder roles during
RTW/retention[248, 251,
256]

Different stakeholders
had different agendas,
tried to impose decisions
[147,250, 253, 254]
(specific examples given
elsewhere in table)

Family supported re
setting of goals, or
helped with work
responsibilities of
employee[70, 75]

Workplace links with
local sources of
mental health
support[257, 263]

Employers supported
through communications
with other stakeholders in
managing and planning
RTW procesf33, 75, 76,
146, 147, 237, 250, 251,
253, 255, 256, 261, 263]
(specific examples given
elsewhere in table)
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Table7. Contextual characteristics reported in study data.

Theme

Subtheme

Contextual characteristics

Associated | NNJA SNJ 2NJ Tl OAf AGF G2NJ RdzZNAyYy 3 SYLJ

Awareness of
condition/illness and
support needs

Disclosure of
condition/illness or
support needs

Cultural taboo associated with
depression

Uncertain economic climate within
organisation

Employees in Danighi47]and Canadian studig252] did not disclose depression diagnog

Stroke survivors did not ask employer for help when neg@88i(study authors felt this
was due to a perceived redundancy risk)

Access to information
about employee

Policies and procedures in workplac
and healthcare settings

Insufficient information about employee (with ABI or mental illness) to enable employe
support[33, 76, 247, 248, 252, 254]

Provision of work
accommodations

Organisation size

Small and mediursized organisations financially restricted in providing accommodatio
for employees with ABIs or mental iling3%, 146, 147, 261]

Large organisations: support for employees with mental iliness restricted by productivi
and absence objectives, and negative attitudes of senior managef2&t 256] Lack of
clear guidelines and defined roles caused confusion among supervisors and OH staff
departments[256).

Organisational restructuring

Limited or no availability of suitable, alternative roles for employees with [XB|<75, 264]

Availability of HR or OH support

Lack of support meant extra responsibilities for employer providing support to stroke
survivorg[33] or employees with mental illne§&46]

Employers received advice from HR staff on managing performance issues in TBI sur
[75], and their legal obligations to employees with mental illN@&3]. OH staff facilitated

sustainable solutions for employees with mental illng&¥7]; and signposted employers tq
psychiatrists not accessible in public health netwdg&s].

Influence from
stakeholders

Other stakeholders

Involvement of insurance agents,
social workers, Swedish Social
Insurance Agency, or public
employment services

Pressure from social workers or insurance agents for employee with ABI or mental ilin
RTW quickly147, 250, 254]

Support from social workers, Swedish Social Insurance Agency, or public employmen
services for employer to help with their confidence for supporting employees with men|
illness[76], or specific strategies to support employees with ABS]
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3.2.5. Discussion
This review focused on influential factors and surrounding contexts that
KAYRSNBR 2NJ FIFOAfAGlIGSR SYLX 28SNARQ & dz.
illness to return te and stay in work. Synthesis findings showed that
SYLX 28SNBRQ adzZllLR2 NI 61 a AyTt dSaidSR o0&
FGGAGdZRSa G261 NRa (GKS SYLX 285SQa O2yRA
in providing RTW/retention support; factors related to provision of work
accommodations; and influenceoim other stakeholders. Contextual
characteristics surrounding influential factors related to organisational
characteristics (e.g., organisation size and resources), cultural taboo
associated with depression, and involvement of certain stakeholders (e.g.,
insurance agentsNo studies relating to employees with ABI aneheorbid
mental illness were identified, so the review data related only to those with
singular morbidities (i.e., ABI or mental iliness). Nevertheless, findings showed
that the RTW process for this populatienb-group is ptentially more
complex. Employers may experience combinations of issues identified only in
GKS ' . L ftAGSNI Gdz2NBE oS3y SYLX 28S5SQa d
strategies) or mental illness literature (e.g., employer considering depression
a private ssue). At the same time, the issues experienced across these
population subgroups may have a compounding affect in instances where an
employee has ABI and-enorbid mental illness. Employers may experience
greater issues having sufficient knowledge of &l mental illness, and in
knowing how these uniquely impact the employee and interact to influence
their work ability skills. Such employers may also be required to liaise with a
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greater number of stakeholders with different agendas across different

services and systems, and potentially require greater skill in navigating the

RTW process (e.g., considering a greater array of factors and how these may
impact all involved). The finays reported across the ABI and mental illness

f AGSNY 0dzNBZ YR AYLE AOFGA2ya NBfIFGAY3

hereafter.

To begin with, employers reported that employees did not disclose relevant
information (e.g., diagnosis, residual limitations); and this was compounded
by contextual factors like faulty information sharing systems, and workplace
and health system policigggarding consent and confidentiality. The
importance of selective information sharing to enable work accommodations
has been recognis€l@67, 268] For example, a decision support tool has been
developed to support people with mental illness with disclosure to employers
[269]. In an RCTthe tool was statistically significantly effective in reducing
decisional conflict, and at-fonths followup a greater proportion of the
intervention group (n=40) had moved into paid or voluntary employment
(15% increase), compared with the control gooin=39) (8% increasg)70].

The authors admit that sample sizes were small, and the tool requires further
testing; nevertheless it highlights the potential usefulness of such a tool.
Currently, no such tool exists for ABI survivors; though some of the previously
YSy A2y S Rhanig® of @chiofegBo A S d3x O2yaARSNAYy 3T |
needs and values, clarifying pros and cons of disclosure in their situation)

correspond with important disclosure decistomaking elements reported by



ABI survivor§267]. Further research is needed to develop and test a

disclosure decision aid usable by ABI survivors. Such an aid may be especially
useful among ABI survivors with-omorbid mental illness, given the additional
contextual characteristics that may influencisclosure of their limitations or

diagnosis (e.g., cultural taboo associated with depression). Additionally, a lack

of training for health professionals and services to meet the needs of ABI

survivors with cemorbid mental illness has been reportgt]. Different

services (including those outside of health and workplace systems) may not be
integrated or communicate with one another, making it more complicated

YR fF02dz2NBE2YS 200FAYAY3a AYTF2NNIGAZ2Y 2
rehabilitative prognsis. Employers in these instances may benefit from

support from a coordinator iVRwith specialist knowledge of this population,

e.g., to advise on communication strategies to facilitate disclosure, assess the

. L adz2NDA@2NRa ¢ 2 kimatiorbahd afivicd i diffelenf R O 2
al0F1SK2f RSNA NBIIFNRAY3I GKS ! . L &Adz2NDAGD?2
resources. In the current review, employers found it helpful when an

employee disclosed their mental illness diagnosis, and when they were given

I ROAOS YR AYF2NXNIGAZ2Y FTNRBY &Gl 1SK2tRS

abilities and RTW process.

Across several countries employers lacked knowledge of ABI or mental iliness,
and knowledge and skills relating to supportive actions. For example,
employers struggled to support ABI survivors and employees with mental

illness to accept that they may noegdorm at preinjury or preillness levels
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when they returned to work. This seemed especially important among ABI
survivors, because some of those experiencing difficulty accepting the
changes subsequently developedmorbid mental illness (i.e., anxiety,
depression]75]. Difficulty accepting an ABI and its consequences has been
reported as a major RTW barrier by ABI survivors elsew22&]. Trialling a
working role on a shofterm basis (i.e., a work trial) can prevent
confrontation of limitations for ABI survivofg5, 271] and has been cited by
employers of TBI survivors as being help?al]. In order to provide a work

trial however, employers would need to know it was the appropriate action to
undertake with employees in that situation. This review thus highlights that
employers may benefit from education on supportive strategies, including

ways of reducing the risk of ABI survivors developirgioobid mental illness.

Employers of ABI survivors or people with mental illness also benefitted from
advice from various stakeholders (e.g., health professionals, social workers,
HR and OH staff) regarding their confidence and responsibilities, and practical
elements needed inlpnning, conducting, and monitoring a phased RTW.
There is strong evidence that effective, patidatused RTW interventions for
ABI survivors combine wowdirected components (e.g., task adaptation) with
education/coaching (e.g., emotional suppdi2y2]. However, it seems as

though all of these interventions required support from a specialist
coordinator, and not all ABI survivors or their employers have this support.
Where a specialist coordinator is n@tailable, ABI survivors (with or without

diagnosed canorbid mental illness) may benefit from an accessible; self
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guided resource to use with employers to educate them on planning,
conducting, and monitoring a sustainable RTW. It may prove useful for the
resource to include signposting to local sources of support, as support links
facilitated retention of employees Wi mental illness in the current review

[263].

Among included studies, restriction of work accommodations was generally
RdzS (2 SYLX 28SNARQ O2yOSNYya lo62dzi GKS |
accommodations on cworkers of the employee with ABI or mental illness.
Others have reported similar findings; wglbbme employers even refusing to
provide accommodations, believing it to be discriminatory to+isabled
employeeq273]. Elsewhere, ABI survivors with-cwrbid mental iliness have
reported social stigma from others and poor attitudes and insight relating to
disabilities[74]. The importance of support from employers andworkers

for ensuring RTW and retention is weticognised across ABI and mental
health literature[224-226, 230] RTW models and policies should include
consideration of social relations between workplace actors, and involve co
workers in RTW plarf274]. Additionally, in studies mostly including large
organisations, negative attitudes of senior management (e.g., focusing on
absence/productivity objectives and costs of accommodations) restricted
support for employees with mental iliness. It has been sstgpbthat

education for all stakeholders regarding employment rights and indicators of
stigma and discrimination is needed, as well as support for employees o self

advocate in the workplac67]. The effectiveness of anttigma
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interventions for mental illness in workplaces is inconclufd7®], and
evidence is nofexistent regarding ABIs. However, commonly suggested anti
stigma strategies include education from people with lived experience of the

condition/illness and awareness campaig@g6, 277]

Across most studies, it was unclear whether contextual characteristics (e.g.,
country, occupation type, organisational size and industry) may have directly
influenced employer support, because a breakdown of results across different
types of organisationstc, were not always provided. However, in some
studies employers in small and meditsized organisations struggled to

provide accommodations due to financial implicatigis, 146, 147, 261]
Elsewhere, statistically significant positive associations between organisation
size and RTW outcomes among stroke survivors (i.e., odds of H8V

shorter time to RTW279]) have been reported. These associations may be
due to larger organisations having more experience and resources to support
RTW and job retention, though such differences may be mitigated in countries
where RTW is externally subsidig@d@8]. Additionally, one study in this

review highlighted the pressure within large organisations to maintain
productivity and reduce absence rates, and it is likely this would lead to a
quicker RTW among sitikted employees. Given the small amount of data
concerning contextual characteristics, further research is warranted to

SELX 2NB G(GKS AyTFtdsSyO0OS 2F (KSasS OKI NI O
retention support for people with ABIs and/or mental illness. Furthermore,

the issue of canorbid mental illness andconomical inactivity (i.e., people



who are not working nor looking for work) is a growing issue. Since the
beginning of the COVIDO pandemic, the number of people in the UK
economically inactive due to lorgrm sickness, has risen by over 400,000 to

a total exceeding 2.5 millio280]. In the first quarter of 2023, more than one
million of these reported having depression, anxiety, or nerves as a health
condition secondary to a main condition. Greater understanding of the
influence of contextual characteristics, such as organisati® $ype, and
industry, may reveal changes that could be made at multiple levels to support
people with ABI and emorbid mental iliness, and reduce economic inactivity

rates.

Another limitation of the included studies was that they did not report on the
cultural diversity or immigrant statuses of employers and/or their employees.
Thus, it is unclear whether these socilemographic characteristics could

have influenced employefs & dzLJLJ2 NIi 02 NJ SYLX 28SSaQ
recommended that future research explore this further. Increasing

dzy RSNRE UGl YRAY3I Yl & SyadaNBE GKIF G Fdzidz2NB
does not neglect the needs of those who are underserved, or pavtected

characteristics

A key strength of this review was its use dfraadsearch strategy across
variousdatabasesensuring thorough identification of relevant studidhe
RETREAT framewdgd45]was employed to ensure the choice of synthesis

methodology was appropriate.
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During preliminary scoping searches, potentially eligible studies involving
multiple populations, e.g., those with mental illness or musculoskeletal
injuries, did not always report a breakdown of their findings per population
group. To ensure relevancy ffidings, these particular studies were required

to report 50% or more of employer participants as having previous experience
supporting employees with ABIs or mental illness to returotostay in work.
Abetter approach may have been to exclude thespgrs, to avoid including

small amounts of data potentially relating to other conditions or injuries.

Given the paucity of the evidence base, it was not possible to limit the

countries in which the included studies were based. The included studies

therefore varied in theisocial assurance systems, health systems, legislation,
FYR £S3Ff NBIJJdZANBYSyida FT2N SYLX 28 SNAEQ
example, involvement of the Swedish Social Insurance Agency was specific to
Swedish studies. Thus, the transferability of some figdiis specific to certain

countries and may not apply to others with different sysis.

Due to time constraints, only one reviewer completed the screening of titles
and abstracts, and the first stage of the thematic synthesis. However, multiple
reviewers were given access to the coded data and involved in the second and
third stages of the sythesis. An English language restriction was used,;

deemed necessary due to the language skills of the reviewers involved and
time constraints. Despite this, studies from various +tnglish speaking

countries were included.

11t



3.2.6. Conclusion
9YLX 28SNEQ &dzLJLI2NI F2NJ ! . L adz2NDAQG2NER 2
return to- and stay in work is influenced by various factors, involving different
stakeholders across different systems. ABI survivors (with or withcut co
morbid mental illness) malyenefit from an accessible, sejtiided resource to
use with employers to guide them on planning, conducting and monitoring a
sustainable RTW. The RTW process may also be facilitated by involvement of a
specialist coordinator, provision and use of a disale decision aid,
education for employers on supportive strategies, consideration of co
workers in RTW policies and planning, deployment of-stinjima strategies,
and support for employee se#fdvocacy. Further research is needed to
investigate employet Q 1y 26t SR3IS NBI|dZANBYSyias |yl
other stakeholders, socidemographic characteristics, and contextual factors
2y SYLX 28SNRQ we¢2kNBGSy A 2¢orkiddzLILI2 NI T 2

mental illness.
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4. Part 2 of the needs assessmeni step J)

4.1. Chapter overview
The firstPhDaim was toassess the needs of employers for guiding stroke
survivors through the RTW process. Objective a involved identifying and
exploringF I OG2NBR Ay Tt dzSyOAy3I SYLX A& SNBR Q & dzL.
addresghis objectiveand build upon part 1 of the needs assessment (the
systematic reviewChapter 3, interviews with employes(n=7) were
conducted.Anonline surveyf employers (n=50) was conducted to
investigate the prevalence and distribution of employefated barriers to
AGNR1S adzNDAOG2NEQ we2 LINRPOS&aasSa o60202S0
demographic characteristics and employefated barriers (objecte c)
Together, the survey and interviews formed thecond parof the needs

assessment.

This chapter reports on the synthesistbk interview and surveylatawith

the findings from the systematieview.Figure Sdepictsthe design of the
overall needs assessmefithis mixedmethods synthesis has been published
in Topican Stroke Rehabilitatiojpurnal. Given its form as a journal article

manuscript, there may be some repetition of content fr@hapters 13.
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4.2.What do employers need when supporting stroke survivors to return

to work? Amixed-methods study

4.2.1. Abstract
BackgroundEmployers are key in supporting stroke survivorRiId/N but do
not always have knowledge/skills or guidance to do so.
Objectives:To explore employers' needs for provision of pesbke RTW
support.
Methods: Mixed-methods study. Participants recruited through voluntary
response/purposive sampling. Survey of employers investigated stroke
knowledge (maximum score: 7), RTW process knowledge (maximum score: 8),
and perceived competency for actions supporting Rma&ximum score:
100%). Regression analyses explored relationships between employers'
demographic/contextual characteristics and knowledge and perceived
competency scores. Interviews with employers explored factors influencing
their poststroke RTWsupport. Interview data were analysed using a
framework analysis. Survey/interview findings were synthesized with those
from a qualitative systematic review.
Results:Across the surveyn(= 50), interviewsr(= 7), and review (25 studies),
employers' support was influenced by stroke survivors' decisions to disclose
stroke-related limitations, employers' knowledge regarding
roles/responsibilities, employers' communication skills, and information
provided by helihcare. Regression analysescess tdHR/OHsupportwas

positively associated with stroke knowledge (3 = 2.30, 95% CH13f =

11€



0.013) and RTW process knowledge (3 =5.12, 95% @&3.88p@ = 0.001).
Poststroke RTW experience was positively associated with stroke knowledge
(3 =1.36, 95% CI 0-2626,p = 0.004) and perceived competency (3 = 31.13,
95% CI 18.4@4.76,p = 0.001). Organization size (i.e. working in a larger
organization) was positively associated with RTW process knowledge (3 =
2.96, 95% CI 1.52.36,p = <.001).

ConclusionsEmployers' RTW support was influenced by personal and
environmental factors; they may benefit from education and guidance on

stroke and their roles/responsibilities during the RTW process.

Keywords:
Mixed methods; returrto-work; employment; stroke; vocational

rehabilitation.



4.2.2. Introduction
Annually 15 million strokes occur worldwifd. In highincome countries,
stroke incidence has increased among workagg peopld9, 10, 281] Stroke
has been associated with more disabilities than any other condjidh
including pain, fatigue, epilepsy, and problems with vision, hearing,
communication, physical abilities, and cogniti@82]. Such disabilities can

restrict work participation for many years following strd&30].

Ongoing employer support is essential for making RTW sustainable after

stroke[230]. In many countries employers are legally obliged to provide

reasonable adjustment®83], i.e., modifications to the work
NEfSKSYPANRYYSYy(d (2 StAYAYIFIGS 2N YAYAY
work performancg284]. However, employers often lack access to adequate
information, and do not know how to implement or tailor them to disabled

LIS 2 LI S (P38, 284PVR Red rehabilitative support for retainingor

returning to and remaining in work after illness/inji89], may provide

employers with advice on reasonable adjustments. However VR is often

delayed or unavailable through tiéHY87, 95] Where available, VR from

the third sector, employer organisations, or government schemes may lack
stroke-specific knowledge and expertise, or may not be comprehensive

rehabilitative program$87]. WorkNB f | § SR o6 F NNASNE (2 &0 NZ
to- and retention in work include inadequate reasonable adjustments, high

work pressures, and lacking or lack of RgaNcies[33, 70, 89] In theUK,a

survey of stroke survivors aged under 65 years (N=9254), 37% reported

12C



stopping working posstroke[285]. Respondents also reported: lack of

employer support (9%), reduced working hours/responsibility (16%), missing

out on promaotion (4%), discrimination (6%), redundancy (5%), and career

changes (6%). Online resources exist to guide employers through the RTW

process and beyond, but templates to aid application of learning are

infrequently included. It is also unclear how acceptable, useful, and effective

these resources are for guiding employers and stroke survivors. This study

formed part of a needs assessntdar a larger projecf286], working with

stakeholders to calesign a selguided, RTW intervention for employers and

stroke survivor employedd81]. A previous qualitative systematic review

[287] only identified three studies focused on factors influencing employers

RTW support for stroke survivors. Information on contextual characteristics,

ADPSPT OANDdzvaidl yoOSa

was also limited. Furtheruglitative research was required to enhance

FLEOATAGIGAY 3T 2N KA

understanding of influential factors. It was also unclear which employers

would benefit from a selfjuided RTW intervention. Quantitative research was

warranted to investigate frequency of employeziated barries (e.g., limited

stroke knowledge) identified in the revie\®87]; and to explore relationships
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survivors to return teand stay in work posstroke.
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4.2.3. Methods

4.2.3.1. Study design
A mixedmethods approach was important for increasing understanding and
validity of findingdrom the previous systematic revie)@87, 288] The study
had a concurrent triangulatiodesign(survey and interviewssigure 9[289].
The PhD aim andbjectives linked to each research activaye shown in
Figure Ealso.Ethical approval was obtained from the University of
Nottingham Faculty of Medicine & Health Sciences Research Ethics
Committee (ref: FMHS 16B122). The Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) stat¢a@fjtvas used to

guide reporting of this articleAppendix A.)L

Previous systematic Interviews Survey (QUANTITATIVE)
review (QUALITATIVE) + . .
(QUALITATIVE) PhD aim 1b) Describe the
SamePhD aim and frequency and distribution
PhD aim 1a): To objective as of employerrelated
identify and explore systematic review. barriers, anct) Investigate
factors influencing their relationships with
SYLX 28 SNE Q| & dzLJLJ2 NIi SYLX 28SNEQ RSY23N!
for stroke survivors characteristics.
returning to work.

v

Triangulation Protocol

Findings across data sourcedegratedto
increase validity andnderstanding of
SYLX 28SNBEQ ySSRao

Figureb. Research activities and linked PhD aim and objectives

122



4.2.3.2. Recruitment for the survey and interviews
All participants were recruited through voluntary response and snowball
sampling. FebruarApril 2023, the study was advertised on X and LinkedIn®,
the Different Strokes charity website, and newsletters/bulletins of
professional membership organisationsc¢luding: the Royal College of
Occupational TherapistsSpecialist Work Section, Society ©ccupational
Medicine, Faculty of Occupational Health Nursing, Association of Occupational
Health and Wellbeing Practitioners, University of Nottingham Business
Network, and Social Enterprise UK. Emails with attached adverts were sent to
27 NHSOHdepartments, university business schools, Federation of Small
Businesses, the Business Support Organisation, East Midlands Chamber of
Commerce, Business for Health, other health/disability charities, and
YSYOSNE 2F (GKS NBaASIF NDdsSNstioRe ySiig2NJ ax
rehabilitation, equality, diversity and inclusion professionals, and those
working in the UK NHS integrated Stroke Delivery Networks. KC attended
business atworking events and conferences (Health and Wellbeing at Work,
European Life After Stroke) in the East Midlands, UK, to raise study

awareness.

Eligible survey and interview employer participants were aged 18 years or

older, working in an occupational role involving staff responsibility (i.e.,

QX
(@]]

NEBaLRyaArAoAt AdGe F2NJ YF1Ay3 RSOA&AZY

event of an injury or illnessmployers are a hatt-reach populatiorf194],

A

YR 20KSN&R KIFI@ZS dzaSR (GKAa ONBIR RSTAYA



29110 ¢ 2 06S Ay Of dzaA @S mployed indiviBvalsivezed S NE Q
included, because they would be responsible for their own RTW process in the
event of an illness or injury (including stroke). VR specialists who met the
definition of employer weralso included because they could add further
description and insight into the barriers and facilitators experienced by
employers when providing RTW support. All participants were also required to
be proficient in use of English language. Interview paricip were required

to have poststroke RTW experience, either as a stroke survivor or someone
supporting a stroke survivor, e.@,Tor HRpersonnel and line managers. The
survey was exploratory (i.e., not testing a hypothesis), so a formal sample size
calculation was not required. Based on published guid§2@g, 292] the

sample size target was approximately 10 employers for the interviews. Survey
participant information was presented at the survey; KC emailed interview

participant information to those interested.

4.2.3.3. Data collection
Survey
The survey was administered via Microsoft Fofrosn Februaryto April
2023, with informed consent indicated by response. Depending on
LI NI A OA LslroelRI\@ expd2iende (yes/no), answers could be
hypothetical or realife. Hypothetical responses were included to provide a
more inclusive, comprehensive dataséémonstratingemployerrelated
barriersamongthosewho had not yet supported a stroke surviwsith RTW

Hypothetical responses also enabled investigation of the potential influence
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of poststroke RTW experience in the statistical analyses. The survey tool

assessed:

1.

2.

Stroke knowledge (how strokes happen, risk factors, how strokes are
GNBFGSRY ¢gFLea AG OFy AYLI OO I LISNE?2
we2 LINPOS&aa (y2sfSR3IS 6SYLX 28SNARAQ N
legislation, range of supportive actions potentially needed).

Perceived competence for carrying out supportive actions (whether

employers felt they had/would have the skills needed for particular

actions, e.g., supporting stroke survivors to improve f@kated

confidence).

No preexisting measures were availabMultiple-choice questiomesponse

options wereconstruced with reference tofindings from the systematic

review (Figure $[287](i.e., items relating to RTW process knowledge and

perceived competencepnd information from the Stroke Association website

(i.e., items assessing stroke knowledd&)D time constraints prohibited

formal piloting of the survey. However, prior to administratiome tsurvey

tool (Appendix A.pwasreviewed bythe PhD supervisory team, and two

members from the expert advisory groug $troke survivor/manager arah

HR consultant for clarity, content, and acceptabilitpurvey prticipation was

anonymous, unless participants agreed to be contacted about future

research.
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Interviews

Semistructured interviews were conducted by KC via Microsoft Teams
FebruaryMay 2023. Eligibility was checked and informed consent verbally
obtained at the start of interviews. Interview questions were informedByF
domains[195], and explored barriers and facilitators to supporting stroke
survivors to RTWAppendix A.R Interviews were visual audio recorded and

transcribed within Microsoft Teams.

4.2.3.4. Dataanalysis
Survey
Survey data were analysed by KC using SPSS (Versio228lend STATA
(Version 17]294]. Frequencies of responses per survey item and
NEALRYRSyGaqQ G2aFrft a02NBa LISNI RSLISYRSYy
histograms revealed nenormal distribution of scores, therefore nen
parametric ManAWhitney U tests were conducted to determine betan
group differences in median scores for dependent variaf265]. Groups
were defined by potential influential factors identified in previous research,
i.e.,.SYLJ 2 @& SHBkeRTWeRpérience (yes/r{@B7], organisation size
(small or mediurrsized enterprises [SME]/large enterprisg&j8], and access
to HR or OH support (yes/nf87]. Where statistically significant differences
were found between groups, exploratory univariate linear regression analysis

was performedMore detail is provided il\ppendixA.4
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Interviews

Framework analysi296] was conducted on interview transcripts using NVivo
[297]. The coding framework was based dredreticalDomain Framework
(TDFYomaing[195]. Environmental levels were defined using thisability
PreventionManagement (DPMylodel [196], with an additional code: local

and global events. Coding was completed by KC, checked by BDP, and
disagreements resolved through discussion. Theme constructions and
summaries were produced by KC; these were checked with the wider project

team (KR, JH, )Jkand amendments made following group discussion.

4.2.3.5. Synthesis of data
The triangulation protocd288] was followed to synthesise findings from the
previous qualitative systematic revig@87], survey, and interviews. KC
organised data within a matrix to construct metaemes. The metdhemes
were checked by €8nd amendments made following discussion. KC and CS
independently performed convergence coding per m#tame, with
disagreements resolved through discussion. Convergence codes inéluded

agreement partial agreementsilence anddissonancgsee Results sectign

4.2.4. Results

4.2.4.1. Survey
Fifty-four respondents participated in the survey; four were omitted from

analyses (and not replaced because it was suspected they were bots), i.e.,

1CS assisted during this stage of the study and is included in the Acknowledgements section.
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because they failed two or more validation checks, including the trick

guestion, age or name check, and/or did mespond to the validation email.
Demographic characteristics of respondents are presentédlrie8. More

than half were aged less than 55 (n=33; 66%); 46 (92%) were White, and 30

(60%) female. Most were managers/supervisors (n=22; 46%), clinical

supervisors (working in healthcare professional roles) (n=10; 20%), or business
owners/directors (n=6; 12%). Newthalf worked in human health and social

work activities (n=22; 44%), or manufacturing (n=10; 20%) industries.

Twenty respondents (40%) had professional experience of supporting

someoneto RTWpost i N1 S YR mMT O6o0om:0 KIFER &AE 2
of this. Five respondents (10%) had personal experience of RTVgtpaist.

QYL 28SNRQ YSRALFY &0NR]-§uadllegrangd[lORIS a 02
4.75 to 7) (n=50). The median RTW process knowledge score was 6.5 (IQR 4 to

8) (n=50) and median perceived competency score 83% (IQR 67% to 100%)

(n=48). Two respondents were omittdrom the last analysis due to having

three or more itenmresponses (out of a possible six), indicating action was not
applicable (i.e., there were insufficient data to answer the questibtann

Whitney U test results are shown Appendix A.5

Regression analyses results are shownahle9. Access to HR/OH support
was positively associated with stroke knowledgeres ([3=2.30t&dard
Error [SE}0.97, 95% CI1 0.3641, p=0.010) and RTW process knowledge
scores (3=5.12, SE=1.28, 95% CIa.80, p=0.001). Experience of pattoke

RTW was positively associated with stroke knowledge scores ([3=1.36, SE=0.45,
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95% CI 0.42.26, p=0.004) and perceived competency scores ([3=31.13,
SE=6.54, 95% CI 1844.76, p=0.001)Organisation size (large/SME) was
positively associated with RTW process knowledge scores ([3=2.96, SE=0.75,
95% CI 1.52.36, p=<.001). This association weakened but remained
borderline statisticallysignificant when adjusted for access to HR/OH support
(R=1.94, SE=0.92, 95% CI 6B(&L, p=0.050). Based on a statistical

significance threshold of p<.05, significance of all other associations remained

following adjustment for confounder variable§gble9).



Table8. Demographic details of the survey sample (n=50).

Demographic details

Frequency
(Percentage total)

Demographic details (continued)

Frequency
(Percentage total)

Age group (prefer not to say=1 [2%])

26-35 years

36-45 years

46-54 years

55 years or more

Prefer not to say

Race/ethnicity

White

Mixed or multiple ethnic groups

Asian or British Asian

Prefer not to say

Personal experience of positroke returnto-work?!
No

Yes

Prefer not to say

Organisation industry

Human health and social wodctivities
Manufacturing

Arts, entertainment and recreation

No response to question (missing data)
Electricity/gas/steam/air conditioning supply
Professional, scientific and technical activities

Education
Agriculture, Forestry and Fishing
Construction
Administrative and support service activities
Other service activities

IRTW=Return to wér

Public administration/defence; compulsory social secul

10 (20%)
19 (38%)
14 (28%)
6 (12%)
1 (2%)

46 (92%)
1 (2%)
1 (2%)
2 (4%)

44 (88%)
5 (10%)
1 (2%)

22 (44%)
10 (20%)
3 (6%)
3 (6%)
2 (4%)
2 (4%)
2 (4%)
2 (4%)
1 (2%)
1 (2%)
1 (2%)
1 (2%)

Gender

Female

Male

Prefer not to say

Occupational roles

Manager/supervisor

Business owner and director

Head of health service/department
Healthcare professional

Other, e.g., massage therapist, volunteer befrieng
Prefer not to say

Professional experience of postroke RTW
No

Yes

30 (60%)
18 (36%)
2 (4%)

22 (46%)
6 (12%)
4 (8%)
10 (20%)
4 (8%)

4 (8%)

30 (60%)
20 (40%)

Number of years professional RTW experience with stroke survivors

<5 years
6-10 years
11-20 years
21-30 years
31+ years

3 (6%)
10 (20%)
4 (8%)
2 (4%)
1 (2%)
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Table9. Results from the survey lineaggression analyses.

Dependent variable Independent/predictor variable Potential confounding variable Correlation ce SBE | 95% 4 p-
efficient (B) value
Stroke knowledge Experience of posstroke RTW None (unadjusted) 1.36 0.45| 0.462.26 | 0.004
(yes/no) Age 1.17 0.39 | 0.421.92 | 0.006
Organisation size (large/SME) 1.32 0.43 | 0.51-:2.16 | 0.005
Occupational role (Managerial or leadershig 1.49 0.46 | 0.562.42 | 0.002
role/Other)
Organisation industry (human health and 1.11 0.38 | 0.391.86 | 0.011
social work/ other)
Access to HR/GHupport (yes/no) | None (unadjusted) 2.30 0.97 | 0.364.41 | 0.013
Organisation size (large/SME) 2.57 1.02 | 0.564.57 | 0.010
RTW process knowledge Organisation size (large/SME None (unadjusted) 2.96 0.75| 1.524.36 | <.001
Occupational role (Managerial or leadershig 3.09 0.80 | 1.524.64 | 0.002
role/Other
Access to HR/OH support (yes/no) 1.94 0.92 | 0.023.81 | 0.050
Access to HR/OH support (yes/ng None (unadjusted) 5.12 1.28 | 1.806.87 | 0.001
Organisation size (large/SME) 3.72 1.48 | 0.166.25 | 0.017
Perceived competency for carrying out RTY Experience of positroke RTW None (unadjusted) 31.13 6.54 | 18.40 0.001
process actions (yes/no) 44.76
Age 28.93 6.68 | 16.49 0.002
(<40 years/ 43.15
40-50 years/
50+ years)
Organisation size (large/SME) 32.01 6.46 | 19.5% <.001
45.43
Occupational role (managerial or leadershig 33.54 6.88 | 20.44 <.001
role/other) 45.55
Organisation industry (human health and 30.10 6.81 | 16.76 0.001
social work/ other) 43.70

IRTW=return to work¥®HR/OH=human resources/occupational health suppt8ME=small and mediusized enterprisestSE=standard erroPCI=confidence interval. Note: shaded cells
indicate results where the beta egfficient altered by >10% with addition of the confounder variable into the analysis.
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4.2.4.2. Interviews
All those expressing interest participated in the interviews; their demographic
characteristics (n=7re presented imablel0. The broaddefinition of
WSYLX 28SND Syl of SR LISNRELISOGAGSE FTNRY |
officer. Others gave perspectives from stroke survivor (n=3) or VR specialist
viewpoints (n=2, includingan HR manager, supervisor/dental nurse, business

owner/therapist, and clinical supervisof3Ts.

Table10. Demographic characteristics of the interviewees (n=7).
Participant | Role/s of employer and | Contextual details of RTW outcome/s

ID! stroke survivor organisation/s (Yes/No/Unknown), primary
discussed factor that reportedly
contributed to outcome/s
SS 01 HRmanager Hospitality and tourism | No, made redundant by SME
SME
SS 02 Dental nurse NHShospital dental Yes, has paiime hours (4
clinic days/week)
SS 05 Selfemployed therapist | Private rehabilitation Yes, alters working pattern
and business owner services SME regularly to fit capabilities
E_04 Administration manager | NHShospital, radiology | No, not possible to initiate
RTW process due to stroke
Stroke survivor role: 4 dzNIA B2 NDa NB3

Staff member of
appointments team

E_07 HRofficer Large manufacturing No, no suitable role available
factory Rdz§ G2 adaNR1 S
Stroke survivor role: residual limitations
Busher
OT_03 NHS therapist. Discusse, a) Charity a) Unknown
two cases: (organisation size | b) No, RTW deemed not
a) Stroke survivor not known) possible by OH
role: Lead b) Prison education department
fundraiser department
b) Stroke survivor (organisation size
role: not known)
Vocational
trainer
OT_06 NHS therapist. Discusse| a) Car dealership a) Unknown
two cases: (large b) Attempted, stroke
a) Stroke survivor organisation) survivor had a conflict
role: Reception| b) Warehouse with agency worker on
team lead (organisation size night shift. Suspended for
b) Stroke survivor not known) 6 months.
role: Picker
packer

1Codes S=Stroke Survivor; E=Employeed for the purposes of reporting this analysis only.
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Framework analysis themes are summarised hereafteioverview of
findings, including direct anonymised quotésprovided infable 1lat the
end of this suksection Codes indicate managerial/HR officer (E), stroke
survivor (SS), or clinicalipervisorOTviewpoints.The findings are presented

in greater detail im\ppendix A.6.

9YLJ 28SNBRQ 0StASTFa [02dzi adNR1S adz2NBAD
08 AaUNR1S Adz2NDAG2NERQ NBaARdzZf €AYAGEGA
experience of stroke or the RTW process (SS_01, SS_02, E_04, E_07).

Compassion and commitment for suppoig stroke survivors was limited

among employers with no RTW process experience (OT_03) or limited time
availability (OT_06). Employers and stroke survivors did not understand stroke

and its impact (SS_01, SS_02, E_04, OT_06). E.g., one HR manager/stroke

survivor (SS_01) felt an OH advisor did not realise strokes occur and impact
differently across individuals. The HR manager/stroke survivor felt their

symptoms were not investigated and their capabilities undstimated, e.g.,

they were trusted with littlework, thus hindering a sustainable RTW.

Awareness of limitations enabled stroke survivors in employer roles to

advocate for OH support (SS_01),sefer for therapy (SS_02, SS_05), seek

insurance payouts (SS_01, SS_05), and alter working patterns (SS_02, SS_05).

One HR officer (E_07) commeritle I a0 NRB 1 S & dzNIOA P2 NDa 2 LJ
capabilities. Another stroke survivor reportedly feared communicating

attentional issues to their manager and-amrkers (OT_06). Consequently,



they had a toelarge workload and unsuitable work environment. This

negatively impacted their energy levels and home life.

Various stakeholders influenced employers or stroke survivors. E.g., a
YIEYylI3ISNRaE K2ySade o2dzi KSNI 246y (NI yaa
clinical supervisor/stroke survivor (SS_02) believe things would improve.

Family members informed employers abobetstroke (E_04, E_07). With

AO0NR1S adzNDAG2NBQ O2yaSyidsz KSIfaKOI NS
about their symptoms and medication, including when it was unsafe for them

to return to the work environment (SS_02, SS_05, E_07). Conversely, lack of
communication from a stroke survivor employee and OH advisor caused stress

and anxiety for a manager (E_04).

| 2y GSEGdzZ £ OKI NI OGSNR&AGAOA | yR NB&2dz2ND
support. These included the workplace environment and policies/procedures,

health care system (timing of stroke diagnoses and referrals),

legislation/welfare and insurance policy payts, and global and local events.

E.g., stroke survivors could not always return to previous roles, due to their
RA&GlIOAEAGASE YR SYLX 28SNERQ O2yOSNya |
Short staffing meant cavorkers were unavailable to supervise or be

shadowed, or restricted flexibility with work schedules (OT_06).

Organisational policies and procedures restricted when working hours could
be changed (OT_06), and stipulated consultant-sijiior RTW (SS_02). At
other times, policies and procedures helped a manager (E_04) and HR officer

(E_07) know how to communicavgth people on longerm sickness absence.
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Other useful aspects included guidance on risk assessments and phased RTW
(SS_02, E_07), approved leave for health appointments (SS_02), and the

option of parttime working hours (SS_02).

In the healthcare system, it sometimes took months for stroke diagnoses to

0S O2YFTANNSR® CNBIljdsSyid KSIFfOGK FLIWLRAYyGY
working patterns (SS_02, SS_05). Others were referred for specialist support

too late (SS_01, OT_06), or itswaever arranged (SS_05). A business

owner/stroke survivor (SS_05) felt abandoned because of their hidden

disabilities, age, and health professional status. They struggled with aspects of

their work and experienced low mood.

Employers (who were also stroke survivors) had personal insurance policies

that had notresultedinpag dzia o { {wnmT {{Ynpov® hyS I\
was notconsidered severe enough (SS_01). In this case, they were on the

waiting list for workrelated rehabilitation (i.e., VR) through the NHS. The only

source of RTW support for them and their manager was from an OH provider

with little knowledge of stroke (edent through their underestimation of their

work abilities) Appendix A¥ (G KSYS SyGAGt SRT aYy2gf SR,
LJ2 G Sy G A I f bugdingdslowdel/étroke sutvivor was required to be off

sick for 12 weeks to be eligible for a payt from income protection

AYadzaNI yOS o{{ynp0®d ¢KAA aUGNR1S &dz2NIA D2
(without funded support) meant they could not put inpdace reasonable

adjustments to support their return, e.g., reduced hours during a phased
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return. Elsewhere, an HR officer (E_07) found it helpful knowing a stroke

survivor was receiving hatfay linked to an organisational insurance policy.

COVIBL19 caused issues still experienced in the aftermath of the pandemic
6KAOK YIFe& FFFSOU SYLX28SNRQ FoAfAGe
staffing issues and delays in healthcare appointments (and thus information

on rehabilitative prognos)SS_02, OT_03, E_04, SS_05). One business

2y SNKAGNR]S adzZNDAG2NRA o{{yYynpv g2NJf 2
to stop, because they had to spend time altering and adapting to new working
practices (e.g., they [and employees] working with clientsneninstead of

faceto-face). Visual fatigue and hearing loss made it difficult to work online
(SS_05)ppendix AE GKSYS SydAadt SR wDf2o0lf IyR
0KS we¢2 LINE OSa a ¢19, eventshwithin dryaRiSatiodstincluded: L 5

changes to staffing, site, and procedure (OT_06).
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Table 11. Brief overview of themes, stilemes, and example quotes from the framework analysis.

(E_04) belief that she would not be able to RTW.

Theme Subthemes and example findings | Example quote
Personal OYLIX 28SNBQ 0StASTa NBIAFINRAYI a0NRB1S adNPAG2NBRQ OF LI oAt AGASAE T2NJ NB
determinants Astroked dzZNJJA @2 NR& O23ayAGAGS fAYAGHAL K2LISR YINBY g¢g2dz2& R 3SiG 06 SidoStMdinkly R

believe that would happen, based on a combination of who she was before and th
ASOSNARGE 2F KSN) O2yFdzaA2y dé o9y¢nno

OYLX 28 SNBEQ O2YLI aaAr2y FyR O2YY

AGYSyi

2 a4dzZlL2NIAY3I A0GNR1S adzZNDA @2 NE

hyS Ot AyAOlf adzZJSNIAaA2NkadNR] S
decision to make her redundant was linked to thr@anisation being in

GXiKSe8 RSOARSR GKFdG Al gl a FOGdz tfe 3
consultant than to pay somebody ftillne for doing an HR role, so they made me

financial difficulty. NBRdzy RFyd 2y GKIG oFaixa NBIFftads o6{{(
Knowledge of stroke and potential impact

A HR (HR) manager/stroke survivor (SS_01) felDiadvisor didnot | ¢ X KS& &aSS GKS FRGSNI 2y (K S doStithinR tiat 2
realise that strokes occur and impact differently across individuals. | they understand thathiere's differentz RAFTFSNAYy 3 a2NLa 27
{GNRP1S adNBAP2NBRQ |aaSNIA@BSySaa yR LINBIFOGAOSYySaa

A clinical supervisor/occupational therapist (OT) (O6) reportedastr{ a XS SNB 1jdzA S adNAROG 2y 6KIFG KSNI N

survivor did not communicate her needsher manager or cavorkers.
Consequently, her workload and work environment were unsuitable

certain tasks. And then the next thing something else was added on, you know, jug
natureofitagainja y U4 A G K t $2 L)X S K wglligie hat Arfother C
GFal®Qé 6heygnco

Influence from other
stakeholders

(No subtheme)

Employers (who were also stroke survivors) felt invalidated when

a X zAuK KSNJ I yR | y2dKSNJI-dghathky dé&clddi shduld d

managers or famildid not take their invisible disabilities or 60S o0SidiSNIoe y263 FyR (KSe& NBIffe &Kl
psychological wellbeing seriously.
hyd YFIyl38NDa K2ySaade Fo2dl KS|ax{KsUa | NB R LIS NIoR khbwi, to belp ng réalise that sh& dod
clinical supervisor/stroke survivor (SS_02) believe thingswould get | { Y2 6 Y R A1S GKAy3a R2 3ASG o6SGGSNIWDE
better.
Contextual Workplace environment and policies/procedures
characteristics and | Stroke survivors could not always return to previous roles duetothe ¢ X4 KS& 1 SLJG al &Ay3 gl & GKSANI LINRYIF NEB
resources RAaloAfAGASA YR SYLX28SNAQ KS|[{2 KSNINRtS gFa (2 OGNIAY LINRA2YSNHE Ay
them in a in a kitchen environment with lots of potential weapons and thing8 Ike
(OT_03)
1 Of AYA AdzZLISNAA2Nkh¢ oheyn|aXAld ¢l a hsy® hadl A N&mber of &taff Shoihad a significant injury, um,
YFRS A NBaaFfdzZz TFT2NJ §KSY RdzN] theyddn't know how to deal with that. So | think that was stressful and they sort of
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realised OK, wdon't have policies for this. Wion't-, wedon't know whatwe're doing

KSNB®PE 6he¢ynoo
Healthcare system: Timing of stroke diagnoses and referrals
Abusiness owner/stroke survivor (SS_05) felt abandoned because¢ 6 L G KAy ] L ¢l & tSTFa Ft2yS (G2 Y& 26y H
her hidden disabilities, age, and health professional status. 2dzi 2F GKS &AGNRT1S dzyAliXe¢eKSe faz 1ySq
OSNIFAY FY2dzyli 2F> ¢Stttz aKS 1y26a oH
Legislation, welfare, and paputs from insurance policies
A HR officer (E_07) found it helpful knowing a stroke survivorwasin ¢ X ¢S KIF @S GKS Ay adzN}yyOSed ¢KS& gSNB | g
receipt of half pay linked to an organisational insurance policy. was getting payment. Sot 1 4 & 0SSy KSt LJFdz (2 1y296
21Fedé o09yYntO
Global and local events at the time of the RTW process
During COVH19, a sekiemployed stroke survivor (SS_05) hadtoquic d ¢ KS NB G dzNy (G2 62N LI | YOIASHWOAL dfin AR

alter business working practices. Her workload tripled and her phasg
RTW had to stop.

K2YSaxe S 6SNB KI@Ay3a G2 Ldzi I 240

Events within organisations (not related to COX{f), such as the work|
site being due to move, likely caused stress for managers (OT_06).

Z
J2yyl GNEB FYyR O2yliAydzS RSt AGSNAy3I &8\
GXUiKSe gSNB JI2Ay3 (2 0SS OKFy3IAy3I G2 |
pressures and the stress and it meant that maybe his role would change as well, o
might have to travel a bit further. So that probably added to their stress level, the li
YFEYyF3SYSyid FyR GKS YFyF3aSySyid GSI yoé
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4.2.4.3. Findings from the data synthesis
Synthesised findings across data sources are showalle 12Qualitative
data sources showed stroke knowledge deficits among employers, though
survey stroke knowledge scores were high (dissonareross all data
sources, employers lacked knowledge of responsibilities according to
legislation and organisational policy/procedure (full agreemer)l
FANBSYSyd sl a aKz2gy NBIFNRAYyI SYLX 2&8SN
AGNBaa YIFylF3aAaAy3a aiNP 12 Nb| dSNEAD 2YNSBSR ay>S SR
G2N] SNEQ FNHzZAGNF GA2Yy adzZLIRNIAYy3I adNR|S
NEf I GAYy3 G2 an akl lack of auitalle) AlterBabivi @leswithin

organisations



Tablel2. Synthesised findings and comgence ratings

Convergence rating

Barriers (datasource/s)

Facilitators (data source/s)

Agreement

(i.e., full agreement between datasets on
meaning and sample demographic
characteristics)

Stroke survivors:
Nontdisclosure due to fear of highlighting limitations to
employer (review, interviews)

Employers:

Limited knowledge of legal obligations or organisational sicl
leave policies/procedures (review, survey, interviews).
Fear of causing another stroke (review, interviews).
Stressful balancing needs of stroke survivor with needs -of ¢
workers (review, interviews)

Workplace system:

Coworkers frustrated when supporting stroke survivors for
lengthy time periods (review, interviews).

Health and safety concerns linked to stroke survivor returnit
to work environment (review, interviews).

Lack of alternative roles when needed (review, interviews)

None identified

Partial agreement(i.e., agreement
between datasets, but exact meaning or
sample demographic characteristics
differed)

Employers:

Lacked knowledge about impact of stroke (reviawerviews).
Unsure about responding to challenging employee behaviol
(review, survey)

Workplace and legislative, insurance and welfare systems:
Other stakeholders (e.g., insurance agents, managers) foct
on own agendas (leading to pressure for RTé\happen
quickly), or lack of perceived support (review, interviews)

Stroke survivors:

Sought own support (interviews); other times disclosu
helpful for employer support (review, survey,
interviews).

RTW motivation linked to financial pressure (review,
interviews)

Employers:

Commitment to supporting employeegasvariable.
Most committed employers from large organisations
and/or with RTW experience (review, interviews).
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Healthcare systemtnformation regarding rehabilitative
prognosis and stroke impact not always provided (review,
interviews)

Global and local event€rganisational restructuring during
sickness absence led to alternative roles for stroke survivor
or changes in procedures and staffing (review, interviews)

| St LIFdzAE AF SYLX 28SNBR alh
confidence or hope that abilities will improve (review,
interviews)

Workplace system:

Useful if policies and procedures provide
information/advice on roles and responsibilities (revie
interviews)

Healthcaresystem/Culture and politics:

Family members and health professionals helpful for
LINE GARAY3I AYTF2NXNIGA2Y |0
and/or recovery process (review, interviews)

Silence
(i.e., one dataset showed a finding, but
others were silent on the finding)

Stroke survivors:
Frustration and shock linked to diagnosis, residual limitatior|
FYR 20KSNEQ O0SKI@GA2dz2NE 6 A Y|

Employers:

Do not always know potential need to deal with challenging
behaviours from stroke survivor (survey).

Uncertain how to access information on stroke and disabilit]
management (review)

Legislative, insurance and welfare system:
Stroke survivors did not meet eligibility criteria for insurance
pay-outs (interviews)

Healthcare system:
Long waits for stroke diagnoses or specialist referrals
(interviews).

Employers:
RTW experience useful for understanding
complexity/duration of RTW process (review)

[ SF RSNEKA LI a1l Aifjuryskils, Snd bdfin2
networks useful (review)

Legislative, insurance and welfare system:

Insurance considered necessary to offset productivity
losses when employee off sick (review).

Group income protection insurance policy ensured
stroke survivor received compensation during lgagm
sickness absence (interviews)
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High frequency of appointments disrupted working patterns
upon RTW (interviews)

Culture and politics:
CrYAt& YSYOSNI 2NJ YIyl3ISN R
invisible impairments seriously (interviews)

Global andocal events:
COVIRL9 caused staffing issues, concerns about finances &
RTW, and increased workload for employers (interviews)

Stroke survivor, employer, and workplace system:
Lack of communication across stakeholders (e.g.,
manager/OH advisor and stroke survivor) (interviews)

Dissonance

(i.e., Disagreement between datasets on
meaning of finding and sample
characteristics)

Employers:
Good stroke knowledge (survey), but knowledge deficits
reported elsewhere (review and interviews)

IRTW=return to work¥OH=occupational health
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4.2.5. Discussion
¢CKAA adGdzReé NBGSIfSR FLFLOG2NR (GKIFG AyTFf d
survivorsC2 NJ SEIF YLX ST |G GKS AYRAGARdZ t f S¢
decisions to disclose strokelated limitations (all data sources§,Y LJ 2 @ SNA Q
knowledge regarding their roles and responsibilities (all data sources), and
SYLX 28SNRBRQ O2YYdzyAOI A2y alAfta oldzfA
SYOANRYYSyiGlt tS8S¢@¢Sts Iy SEFYLXS 61 a KS
information to employersdualitative data sources). In regression analyses,
having HR/OH support, pastroke RTW experience and working in a larger
organisation were positively associated with stroke and/or RTW process
knowledge scores (and poestroke RTW experience with perced/

competency scores)

CKAA altdRReQa adNBy3aika fAS Ay AGa RAOGS
involvement of multiple reviewers, enhancing credibility and reducing risk of

bias. Itis the firstmixey S K2 Ra addzRe G2 SELX 2NB SYL
providing poststroke RTW supportJse of inferential statistics to explore
NBflFdGA2yaKALA 0SG6SSy SYLI28SNERQ RSY213
knowledge/perceived competency is also novel. Furthermore, through

integrating findings across datasets, it was identified: a) what content dhoul

be included in a RTW intervention for stroke survivors and employers, and b)

which employers may need the intervention most.



hyS tAYAGIGAR2Y Aa G(KIFIGZ RSALIAGS SYLX 28

multi-channel recruitment strategy over several months, the resulting
interview and survey sample sizes were small. It is uncertain whether these
results are generalisable/trangfable. Another limitation related to
dissonance in findings across the review/interviews and survey. For example,
employers lacked stroke knowledge in the review/interviews, but survey
median stroke knowledge scores were high. This may have been due to
employers in the review/interviews lacking pestroke RTW experience (50%
of survey respondents reported having this experience). Adjusted survey
regression analyses showed statistically significant positive association
between poststroke RTW experience astioke knowledge. In 2021, 37.5
million of the UK population were workirgge[298], and among these
0.007% experienced strok§299]. Thus, UKvide, the percentage of
employers with posstroke RTW experience is likely much smaller (and their
stroke knowledge potentially more limited, etc). Others have experienced
unexplained issues engaging employers, e.g., managers, in re$&a4dh
particularly those from SMEs and nearvice sectors. In this study, these
employers were recruited through business networking events or
management staff meetings. Recruitment of employers for interviews was
achieved through prexisting local relatiorsps. Future employer
engagement may prove more fruitful if funding applications include budgets
and generous timelines for study advertisement and engagement.
Recruitment efforts should be shared across team membersnaultiple
strategies employed.
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Across the review and interviews, stroke survivors feared highlighting
limitations to employers. In interviews, these limitations were invisible (e.g.,
fatigue). Such individuals present an abledied appearance, yet can have
restricted work capabilitiedisclosing such impairments may be met with
disbelief, and explaining them can be difficult. Individuals with disabilities may
also expect negative outcomes related to perceived public stida@] or
dissimilarity to otherg301] upon disclosing their social identities. In another
qualitative study, stroke survivors considered it risky talking about their stroke
at work, as others might consider it a weaknf&g|. Stroke survivors may be
encouraged to disclose needs if organisational cultures value understanding,

trustworthiness, and supportivene$302].

Interview data showed that employers do not always communicate with

stroke survivors. Others have reported employer anxiety, and not wanting to
pressurise stroke survivors and risk potential litiga{id8]. Review and

interview data in this study showed that employers feared causing another
stroke, negatively impacting work allocation. In another study (n=26,812),
psychosocial stress was associated with increased strokg8€i8k However,

higher perceived sense of control weakened the association between stress
and stroke occurrencg03]. Enabling stroke survivors to participate in

planning and managing their RTW may reduce risks of psychosocial stress and
NEOddZNNByYy i adNR(1SE FyR FffSOAIFIGS SYLX 28
may also benefit from education on causes of stroke amdraunication with

stroke survivorsThe survey showed that RTW process knowledge scores
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(including knowledge of roles/responsibilities) were higher among employers
in large organisations and/or with access to HR/OH support. Large
organisations often have formal training programs in place, covering topics
like workplace adjustments and legdiligations, and readily available

support from OH services, e.g., to provide medical guidance regarding an
SYLX 228SSQa we¢2d [FNHS 2NHIFIyAal A2y a
to developing and enforcing organisation wide RTW policies, and advising
staff on roles and responsibilities. In this study interviews showed that
employers iNSMEs mostly lacked knowledge of their roles/responsibilities,

and did not always have relevant policies in pla8eth the survey and
AYUISNIPASGAQ FTAYRAYIA adAaAadkeBRBWR GKI G
experience had lower perceived competency for carrying out RTW actions.
Elsewhere, employers have experienced uncertainty supporting breast cancer
survivors with RW, and linked this to lack of experience, information, and
training on providing such suppdfB04]. Altogether, these findings suggest

that employers in SMEs and those without HR/OH support may benefit from
education on roles/responsibilities, and support developing organisational

policies.

(i

b2Grofeéesx SYLX 28SNARA NBOSAOBSR AYTF2NNI GA2

progress/prognosis if they were receiving VR support, e.g., through the NHS.
WSOASs YR AYUSNIBASe RIEGlI &adaA3SadsSR
decisions regarding thRTW, e.g., whether it was safe for a stroke survivor to

return to their presstroke working role. VR helps people to return émd stay

14¢€
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in work following injury orillnesgB05]> | YR RSLISYRAYy3 2y (KS
geographical location and context may (or may not be) available through
various stakeholders and systems. Importance of communication across all
relevant stakeholders is widely recognised in[8%. However, interview data
and otherg[306] have shown that employers do not always engage with VR
professionals, due to limited time availability, lack of RTW experience, or
belief that dismissal would be less costly than retainment. Organisations may
benefit from education on potential benefitd smcluding VR among employee
benefits.Strong evidence suggests improved communication across
stakeholders is costffective and reduces sickness absence durdi@®h

Despite small sample sizes, high levels of statistical significance and
corresponding qualitative findings suggest that employers from SMEs, with no
access to HR/OH and no padtoke RTW experience may benefiostfrom
guidance in supporting stroke survivoi$ie UKgovernment is committed to
improving OH provision for sedimployed and SME employers, and providing
employers with higkguality sickness managemeatvice and information

[307] ¢ KAA&a &aGdzReéQad FTAYRAY3IA RSY2YyailiNI: GS

4.2.6. Conclusion
This study provides triangulated evidence showing that SME employers with
no access to HR/OH support or pastoke RTW experience may benefiost
from education and training to improve their pestroke RTW support.

Further research with more representative employer samples is needed.
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5. Development ofthe Toolkit for Transitioning to Employment

After stroke through Mutual support (TTEAMM steps 1-4)

5.1. Chapter overview
Part of thesecond PB aiminvolved applying a theoryand evidenceébased
approach to identify and describe potential change mechanisms for the toolkit
AYOISNDSY(GA2y 6La aidSL)I HOX Y28 1y28y | a
2is atheoryand evidenced 8 SR Wf 2 ANVA SEDR RIS Y2F aG I §
and what the intervention will change. The development of this logic model
(objective2.b) is described in the following chapter. Achievement of the

remainder ofthis PhD ainf{Table2) is reported in Chapter 6.

The third PhD aim involvecb-designing an employeiocused prototype for

TTEAM to improve their RTW support for stroke survivors. Here, objective a

involved identifying and describing employer preferences for the content and

format of TTEAMODbjective b involved collaborating with stakeholders
RSPSt2L) Iy O0O0SaaAaoftsS G422t 1A0 GKFG YSQ
feasibility implemented. This work is reported in the following chapaed

the development procesfiustratedin Figure 6

This chapter has begoublished inlPLOS Digital Healjburnal. Thusthere

may be repetition of content fronChapters 4.
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5.2. Use ofintervention Mappingto co-designa selfguided, digitalRTW

toolkit for stroke survivors and employers.

5.2.1. Abstract
BackgroundStroke incidence is increasing among workagg people in
high-income countries. Employers lack knowledge and skills to support stroke
survivors toRTWpost-stroke. Nearly 40% of stroke survivors in thk
Kingdom stop workingV/Ris rarely available; sefuidedguidancdack tools
to aid translation of learning into practice. This study appliediMeapproach
to co-design a seljuided,RTWtoolkit for stroke survivors and employers.
Methods: Steps 14 of thelM approach were followed. Decisions tire
intervention goal, content, and design, were informed by three online
workshops with employers (n=12); and separate meetings with an advisory
group (n=20), including stroke charity and trade union representatives, stroke
survivors, healthcare professionablnd experts itHRand VR Advisory group
members (n=15), including employers (n=4), stroke survivors (n=7), and
healthcare professionals (n=rviewed and gave feedback on the
intervention prototypes Deductive framework analysis was conducted to
understand acceptability, ease of use/learnability, accessibility and inclusivity,
perceived usefulness, and technical or environmental issues affecting use.
Results:The toolkit aims to empower stroke survivors and employers to plan
and manage a sustainable RTW psisoke; it exists as two eLearning
packages on Xerte, with theorgnd evidencebased content for a) stroke

survivors and b) employers. The toolkit is natetive, and includes



downloadable PDF tools. Stroke survimcused content provides guidance
with identifying and disclosing support needs to employers. Empinyarsed
content guides employers in increasing and maintaining understanding of
A0NR1S adzZNDA gantliEngmemendingdnd manitofing tilboreédy >
reasonable adjustments. Btotype review by the advisory groupvealed

that the toolkit is uniquely comprehensive, empowering, and fosters open
communication, offering key information and practical tools. Minor
refinements and technical improvements were suggested.
ConclusionsThis toolkit addresses a critical gapstroke RTWguidance in

the UK Refinement, testing, and evaluation in reabrld settings, and

exploration of its scalability are needed.
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5.2.2. Introduction
Stroke occurs when blood supply to the brain is limited or stodp&tl
resulting in brain injury, disabilities, and in one third of cases, dgath8] In
one UKstudy, stroke incidence among workhage adults, agetéss tharb5
years (N=94,567), increased by 67% between 2002 and[2D1RBeasons for
this are notentirely clear, but importantly, theange of disabilities associated
with stroke is greater than with any other health conditi@). Strokerelated
disabilities can includproblems with vision, sensation, hearing,
communication, fatigue, controlling emotions, physical abilities like
coordination and movement, pain, and cognitive abilities like memory and
attention [3]. Stroke survivors may also experience grief over identity loss,
anger and frustration at changes in their di®ls, anxiety, and depression
308 ¢23SHKSNE (KSasS SFFSOia 2F aidNRi1S

domains of daily living, including woi&s].

Stroke survivors can experience mdiyWbarriers. For example, stroke
survivors and their employers have reportieadtking understanding of stroke
[34], and their roles and responsibilities during the RTW prof233j,
unrealistic job demands, and unsupportive watimates[25, 33, 225]There
is strong evidence showing thatgloyer support, e.g., from managers and
supervisors, is key for ensuring a sustainable RIMY]. However, employers
may not know how to communicate with the stroke survivor, and do not

always have guidance needed to provide suppd8].
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In the UK, national clinical guidelines recommend collaboration between
stroke survivors, employers, amealthcare professionals (who understand
0KS aiNR1S -@ldindedRANDEExampleddf such
professionals include those who deliwéR i.e.,vocationalrehabilitative

support for retaining, or returning to and remaining in wofB9]. However,

VR provision in th&lHSs not always guarante€®5], oftendue to lack of
commissioning and sanctioned VR pathwi@d 311, 312]lengthy waiting
lists[87], and health professionals not making VR referrals or engaging with
employerg[94, 97] Stroke survivors and employers may access private VR
support through their organisationsr through UK government schemes such
as Access to Work, or the third sector. However, support offered may fall
short of meeting their needs, because it is not stragecific nor part of a
comprehensive rehabilitative prograf@7]. Additionally, irSmall and
Mediumssized EnterprisesS(ME3%there is often a perceived lack of demand or
resources available to fund VR privatgl95]. For similar reasons, SMEs may
be less inclined to enrol in employee assistance programmes, join employer
membership associations, or purchase insurance including VR suyppbrt
140]. At the same time, there are national shortages of healthcare
professionals, such as O[B4 3]and OH advisorg814], who are needed to
provide VR support. In a UK survey in 2018 (N=11,134), 37% of wageang
stroke survivors stopped working following stro}285]. Specific reasons for
this were not directly cited. Nevertheless, the economic, health, and social
O2aida Faa20A1IGSR gAGK aGNR1S adz2NDA D2 NEA
stroke survivors, employers, and society. Reduction or loss of employment
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among UK stroke survivors cost £1.6 billion in 2015, and is predicted to rise
136% by 20380]. Improving RTW support for the loiigrm sick and

RAalof SR Ada KAIK LINRAR2NI@BE5, A6 GKS !|'Y D2

In an RCOf a therapistdelivered, strokespecific VR intervention (N=583),
stroke survivors of older age, or with greater pastoke impairment were

more likely to benefit from the intervention (interaction p=0.023 and p=0.096,
respectively]317]. The authors concluded that younger stroke survivors with
mild-to-moderate stroke severity (who made up the majority of their sample)
may be capable of seifavigating and advocating for their RTW. Furthermore,
only 119 (40.3%) of those in the interventiarm (n=309) consented to
therapist contact with their employer, and 67 (22.7%) were-saiployed or

had no employer. Together, these findings suggest intensive therapist
delivered VR support with involvement of employers may not always be

desired, and/@ needed by this stroke survivor sigjoup.

' RRAGAZ2Yy I ffe> bl { YR 3208SNYYSyidlrf NBT
sustainability through digital technologies have been introdu@i8-320]. A

potential benefit includes increased service user-sahagement of health,

freeing up resources for complex cases, and enhancing access to and

efficiency of VR services. Wlsed guides to support stroke survivors and

employers through the RTW praeeexis{148, 149, 152, 153However, it is

unclear how these resources were developed and whether they have been
evaluated. Cognitive development theories emphasise the crucial role that

tools play in facilitating learninid.54, 155] yet sets of tools are rarely
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included within resourceD A Sy GKS 101 2F F@FAflo6fS
provision of VR, stroke survivors and employers may benefit from a RTW

022t A0 AYGSNDEVREARYS G KOBPX al Wasy FSNDS
individual support from a therapist or trained persf@8]. In this context, a

G222t 1AG NBFSNB G2 | O2ftSO0A2y 2F NBa2
single audiencg99]. Toolkits might include educational materials, assessment

tools, and planning tools, to aid translation of evidence into pradg&e 100]

Previous searches as part of a systematic rey&8¥]and consultation with

an expert advisory group did not identify any such interventions relating to

stroke. However, sefjuided RTW interventions for people with other

conditions(e.g., cancer, mental illnegsr their employers were identified

[162, 163, 166168, 170] Most had not been tested for effectiveness, but

were acceptable and useful to employ¢i62, 163Jandor employees with
depressior{321]or cancef167]. In two trials investigating effectiveness,

groups provided with welbbased, seHguided RTW interventions reported a

statistically significant shorter median duration (in days) until first or full RTW

[168, 170] Authors suggested one of these interventions was effective

because it encouraged women recovering from gynaecological surgery to

engage in their recoverjl 70].

This study aimed to apply tHaterventionMapping(IM) approach toco-
designa selfguided, digital RTW toolkit for stroke survivors and employers.
IM is a weHestablished planning framework that guides midtvel

development, implementation, and evaluation of complex interventions
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[174]. It incorporates cedesignprinciplesby encouraging stakeholder

collaboration throughout the development process to guide decisions on

priorities, plans, and strategies for an interventid®1], ensuring it aligns

GAGK dza SNE Q LINA 2 NM]iThis paSeBbdestribésyt®y- O2 y i SE
step how theToolkit for Transitioning to Employment After stroke through

Mutual support (TTEAM) wa®-designed

5.2.3. Methods
The reporting of this study was guided by the GUIDance for rEporting
intervention Development studies in health research (GUIDED) chd8@it
(Appendix B.), and the Template for Intervention Description and Replication

(TIDieR) checkli§823] (Appendix B.p

Tasks completed during each IM step informed the work completed in the
subsequent step, resulting in an intervention based on theory, empirical
evidence, and practical informatida81]. In this study, IM steps-4 were
followed with plans to complete intervention refinement and step6 b
future work. Descriptions of IM terminology are providedriiablel3. The IM

procesq174]is summarisedh Table 4.
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Table B. Key terms from the IM approach.

Key term

Description

Logic model of the problem

A logic model depicting pathways of
problem causation, i.e., how factors can
influence or cause a healffroblem.

Behavioural outcomes

Overall behaviours to be performed by
intervention users, as a result of taking par
in the intervention.

Performance objectives

Subbehaviours/actions that are needed to
produce the behavioural outcomes.

Personal determinants

Factors internal to intervention users that
influence the behaviours contributing to the
health problem.

Examples include cognitive factors, e.g.,
knowledge, attitudes, beliefs, sedfficacy,
and capabilities, e.g., skills.

Changeobjectives

Change objectives state what the
intervention needs to change in order to
facilitate achievement of performance
objectives (and subsequently, the
behavioural outcome/s).

Matrices of change

For each behavioural outcome, a matrix of
change is constructed. This is a table with
performance objectives in the leftand
column, and determinants across the top
row. Each cell of the matrix is then judged
see whether a determinant will influence
achievement of the corresponding
performance objective. Change objectives
are then defined to theoretically remove an
negative influence of the determinant and
facilitate achievement of the performance
objective.

Logic model of change

A logic model depicting theorised pathway
of intervention effects, i.e., what will chang
as a result of the intervention being
implemented.

Behaviour change methods (otherwise
1y26Yy & WAYGSNBSYI

General theoryand evidencebased
techniques for influencing determinants of
behaviours and environmental conditions.

Practical applications

The ways in which intervention methods ar,
delivered, e.g., a video showing an ideal
behaviour in a given scenario. These shou
fit with the intervention context and user
group/s.
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Tablel4. The sistep IM process.

IM stepand
recommended tasks

Research study activities

Outputs

Step 1. Logic model of the problem

Establish and work
with planning group

Expert advisory group set up

Advisory group available tg
advise on project delivery
and intervention
development

Conduct needs
assessment to create
logic model of the
problem

Exploration oS Y LJ 2 & S N&
whensupporting stroke survivors tg
RTW posstroke (Chapter 3
qualitative review [25 studies],
synthesised with findings from
survey [n=50], and interviews [n=7]
(Chapter 3 [287, 324]

Workshop 1 (n=7)

Logic model of the problen

Describe intervention
context (including
setting, community,
population)

Needs assessment and consultatio
with advisory group

Description regardingvho
needswhat from TTEAM

State intervention
goals

Workshop 1 (n=7)

Decision made on TTEAM
goal and priority areas.
Logic model of the problen
refined.

Step 2. Intervention outcomes and objectives: Logic model of change

State behavioural
and environmental
outcomes

Specify performance
objectives to achieve
the outcomes
Selectdeterminants
for the outcomes

All outcomes and objectives
constructed by KC (based on logic
model of the problem, and group
discussion during Workshop 1 [n=7

Create matrices of
change objective

Create logic model of
change

Feedback on logic model of changg
obtained from research team and
expert advisory group

Logic model of change

Step 3. Intervention design

Decide on
intervention scope,
sequence, themes,
and components
Select evidenceand
theory-based
intervention
methods

Decide orpractical
applications to
deliver intervention
change methods

Feedback and ideas obtained from
research team and Workshop 2
participants (n=5)

TTEAM plan (including
scope, sequence, and
components)

Step 4. Intervention production

Plan intervention
materials

Draft key messages,
approaches, and

Feedback on TTEAM plan, materia
and key messages obtained from
Workshop 3 participants (n=4)

Refined TTEAM key
messages and materials.
Initial intervention
prototypes created on
Xerte (one for stroke
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intervention survivors, one for
materials employers)

Pretest*, refine, and | Consultation with expert advisory | Feedback to inform
produce intervention | group refinement of TTEAM
materials prototypes

Steps 5 (Intervention implementation plan) and(&valuation plan) to be constructed in
future work.

ad 2% I
0SS NBTFTSNNEBF

w

FOEHINRGQ Ay La NBFSNB G2  GNRFE 0
2F dzy RSNEGFYRAY3a Al oAttt KSNBFFGSN

<

5.2.3.1. Expert advisory group involvement
Expert advisory groups provide technical guidance and support in a particular
area, through group meetings or corresponde825]. The IM approach
recommends setting up a group of representatives from the target
population/s, implementers, and other relevant stakeholders to be involved
throughout, to ensure the interventioadequatelyaddresses needs identified
[174]. In July 2022 KC identified potential members via convenience sampling,
and invited them to attend three advisory group meetings over two yelars
was planned they woullle consultecbn data collection relevant to the needs
FaasSaayYSyd FyR 62NJ aKz2LJacontdbutetd 2 3A 0 Y2 R
reviewsof the TTEAM prototypes. Potential members waedected based on
their clinical, professional, and/or academic expertise, or lived experience of
stroke, VR, Implementation Scien¢#R or OHInformed consenhwas not
required because their role involved advising on the project and overseeing

progress, rather than contributing personal d4826].
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5.2.3.2. Workshops with employer participants
Given that employers are a hatd-reach populatior{194], it was anticipated
that few, if any, employers might be available to serve as advisory group
members. To maximise input from employers during the development
processthree workshops wer@lannedwith employes (as research
participants, rather than advisory group memb@rio facilitate decision
YE1TAYy3 2y ¢¢9! aQa LNdkshodd; Adg 202N, Blésign | y R 3
and content Workshop 2; Oct 2023), and to obtain feedback on the plan,

materials, and key messages for TTEXrkshop 3; Feb 2024).

Employers were recruited through convenience and snowball sampling. The
study was advertised February 202&8nuary 2024, through social media,
gatekeepers, and business networking events in the Midlands, UK. Eligible
participants were aged 18 years or otdesorked in an occupational role
involving staff responsibility; and proficient in use of English language.
Potential participants contacted KC via email to receive participant
information. In total, three workshops (of two hours duration each) were
conduwcted via Microsoft Teams. Participation involved attending one or more
of these workshops. Verbal informed consent was taken-maene prior to

the workshop/s, and documented on a Microsoft Word form, signed on the
LI NI AOA LN yiQa oS whsénfFiobms/(.8ovx)diere SeftRo @S ND | f

participants. Workshops were recorded and transcribed using Microsoft

"Il ROA&A2NE 3INRdzL) YSYOSNAR ¢6K2 FAG GKS WSYLX 28 SND
workshops alsgprovidedthey followed the same consent procedure as participants.
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Teams. Recordings (.mp4), completed consent forms (docx), and anonymised
transcriptions (.docx) were saved securelyMicrosoft TeamskEigure 6
shows how the advisory group and employer participants were involved

throughout the TTEAM development prase

5.2.3.3. Step 1: Logic model of the problem
¢KS RSAANBR 2dzi02YS 2F La aidsSwL m Aa |
the factors that influence or cause the problem the interventistargeting
[181]. The suggested model is created through consultation with stakeholders

and a needs assessment.

Needs assessment

AmixedY SGK2R& &aiddzRé 61 a O2yRdzOGSR (2 SELJX
providing RTW support to stroke survivor employg4]. The first part
O2yaArAaitSR 2F | ljdad tAGFrGAGS aeadasSyYridao
factors influencingheir support Chapter 3[287]. Further exploration was

undertaken through interviews with employers (n=7). An online quantitative

survey of employers (n=50) investigated knowledge of stroke and the RTW
LIN2EOS&aas FyR LISNOSAPGSR 02YLISGSyoOe 0o6SYL
andexecute skills) for carrying out supportive actions for RTW. Findings from

the review, interviews, and survey were synthesised using the triangulation

protocol (Chapter 4[288]. The synthesised findings were therapped ontoa

logic model of the problemAppendix B.R
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Advisory group
meeting (n=7):
Advice on recruiting

employers

Mixed-methods

Interviews with

suryvey of employers
employers (':‘ _;')
(n=50) B

IM step 2.

objectives

Intervention
outcomes and

Qualitative
systematic review

(25 studies)

\ \ /

Synthesis of mixed-methods data
on employers' needs when
supporting stroke survivors to
return to- and stay in work

/

Logic model of the problem constructed ]

from synthesised data (presented

during Employer workshop 1)

Employer workshop 1

(n=7): Group decisions made

on TTEAM goal and priority
areas

IM step 3
Intervention
design

IM step 4
Intervention
production

TTEAM outcomes and

Logic model of change
constructed. Reviewed during

objectives specified £2

advisory group meeting (n=6)

Logic model of
change refined in

line with group
feedback

Y

Selection of theory- and
evidence-based intervention
change methods

Identification of potential
practical applications (how
methods delivered)

Employer workshop 2 (n=5):

Brainstorming of ideas for
TTEAM content/design.
Feedback on list of
implementation strategies

TTEAM plan, key
messages, and PDF
‘tools' constructed

Employer workshop 3 (n=4):
Review of plan, key
messages, and PDF tools

\

TTEAM plan, key
messages and PDF
tools refined in line
with group feedback

TTEAM prototypes

platform, Xerte

TTEAM prototypes
created on reviewed by three
elLearning

group (n=15)

sub-groups from advisory

Feedback
synthesised to
inform future
refinement of
prototypes

Next steps (incorporating IM steps 5 and 6): Refine prototypes. Plan and conduct intitial implementation and evaluation, i.e., feasibility study

Figure 6. TTEAM development process.
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The first annual meeting with the expert advisory group took place in
September 2022, after the systematic review (but before the survey and
interviews). Group members were presented with the review findings and
asked for advice on recruitment and datalection in the survey and

interviews. Initial ideas oft ¢ 9 ! scdpéand content were also requested.

Workshop 1: Selecting priority areas and intervention goals

DuringWorkshop 1 in Augst 2023, KC presented the needs assessment

findings to participantsParticipants were then tasked with selecting priority

areasof focus forthe intervention. Problematic behaviours or conditions

relating to employers, other stakeholders, e.qg., stroke survivors, and

environment were summarised in a diagram. Participants were invited to

discussand comment orthe findings as a group. They were then asked to

vote on the top three behaviours or environmahtonditionsTTEAMshould

focus on, using a multiplehoice poll. Next, they ranked their importance

using a ranking polPRarticipants wereghen asked to consider the three

priority areasof focusselected, anadigreeon the determinants to be

targeted. In line with IM terminology, a determinant was defined as anything
AYFEdzSYOAy 3 LIS2L) SQa o0SKI@PA2dzNAZ & dzOK
conditions. In two breakout rooms, participants were asked to construct one

goal foreachLINRA 2 NRA 1 & | NSl aSt SO0 Svhatwilza A y3 (1 K¢
change fowhom, byhow much over whattimeK Q Ly LJdzik FNRY 62 NJ

used to refine the logimodel of theproblem(Figure 7 subsection 5.2.4.3)
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5.2.3.4. Step 2: Intervention outcomes and objectives (logic
model ofchange)

The desired outcome of IMsteph & | Wf 23A 0 Y2RSf 2F OKI
pathways of intervention effectil81]. Using the logic model of the problem,
behavioural outcomes for employers and stroke survivors were listed. KC then
constructed lists of performance objectivé<., sib-behaviours/actions
needed to producehe A Y 1 SNIISY G A2y Qa pSearchéswerezNI 2
made for research evidence to identify further possible determinaings,
fr Ol2NAR GKFG Ay TtdzsSyOS dzaSNBQ 0SKIF JA 2 dzN

such as seléfficacy).

Following this, lists of determinants were constructed and mapped onto
domains of the Theoretical Domains Framework (D%, 205] The IM
approach recommends use of relevant theory to identify determinants and
inform selection of intervention methods.e.,theory- and evidencebased
techniques for influencing determinants of behaviours and environmental
conditiong. The TDF was selected for this purpose because it is designed to
support assessment of determinants of behavioll!85]. The TDF is an
integrative framework based on 84 behaviour change theoretical constructs
[205], relevant to constructs included within the IM taxonomy of intervention
methods[181, 190] TDF constructs were also relevant to employers and
organisational settings, e.g., social/professional role and identity,

environmental context and resources.



Behavioural outcomes, performance objectives, and determinants were then
inputted into a matrix to define changgbjectives(i.e.,what the intervention
needs to change in order to facilitate achievement of performance objectives
and subsequentlythe behavioural outcomeg)Appendix B.Ji KCQconstructed

and presented the logic model of change to the research teameavgsory
group, and made changes in line with feedbakikese were recorded as
tracked changes in Microsoft Word, and a new version saved with changes

accepted Figure 8sub-section 5.2.4.1

5.2.3.5. Step 3: Intervention design
Step 3 of the IM approach involves matching the@mwd evidencebased
behaviour change methods to the determinants selectetMrstep 2; and
selection of appropriate practical applicatiofi®., ways in which intervention
methods are delivered, such as a video demonstrating an ideal behaviour in a

given scenario)181].

Selection of theorybased behaviour change methods

To select theorsbased behaviour change methods, KC created a separate

table per determinant,presentingrelevant behaviour change methods and
parameters ie.,conditions needed for success), and ideas for practical
applicationg(i.e., ways in which intervention methods are delivered). An
SEIFIYLX S NBtIFdAy3a (2 SyLiz2eSNna o6StAST
determinants is shown imable 15A stroke survivor example is presented in

Appendix B.5
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Table 15. Eample table matchintheoreticalchangemethods and practicapplicationsto determinants and objectives

(Employers anxious about potential impacton@2 NJ SN& FNRY

Determinant: Beliefs about Consequences/Emotions

aiNR18S

(Employers have preonceived beliefs about stroke and possibility of RTW)

4 dzZNIBA @2 ND &

AA01ySaa |03

organising reasonable
adjustments for stroke
survivors, that are
FFF2NRFIot S |
lya SyLXz2esSS$s
safety at risk.

a4 dzNIA 02 NDa NB
SyLt2es8saqQ KS

other

Steps in Performance objectives for| Change objectives Methods Definition of method Parameters Application (i.e., linked toolkit

intervention | employer content)

process

1 PO.1. Contact stroke Recognise that with the right | Persuasive Guiding agents Messages should be Message: with the right
survivor and jointly agree | support, stroke survivors can| communication | towards adoption of relevant, not too support, stroke survivors can
communication schedule sometimes successfully retur an idea, attitude, or different from RTW. Give examples from

to- and stay in work action by using AYRA @A Rdz t ( research literature.
argument or other be stimulated by
means surprise and repetition | E.g., Videos of successful RTW
Arguments Using a set of one or | For central processing | storiesg stroke survivors talking
more meaningful of arguments they need about their experiences and
premises and a to benew to the how employers helped them (o
conclusion message receiver. RARY Qi 0 @

4 PO.6. Recognise how strok| Discuss with cavorkersthe Modelling Providing an Attention, E.g., Video showing employer
d dzNIA @2 NDa NJ potential impact of stroke appropriate model; remembrance, self carrying out discussion in way
may impact wider team a4 dzNJJ A @ 2 Nahsencé A being reinforced for | efficacy and skills, GKFG NBaLISOGa
(e.g., who does tasks, how | and their return to work (e.qg., the desired action reinforcement of wishes re. disclosure
i KSe QNB-g RRY S| on their work tasks and model, identification
feelings) wellbeing) with model, coping

model instead of

mastery model
PO.7. Recognise need for | Reflect on concerns regarding Shifting Encouraging taking Initiation from the E.g., Imaginary exercise.
support with identifying and| potential impact of stroke perspective perspective of the perspective of the Employer imagines day working

learner; needs
imaginary competence

Active learning

Encouraging learning
from goatdriven and
activity-based
experience

Time, information and
skills

Will need to be brief

exercise.

as stroke survivor in work
role/environment (with their
disabilities). Notes down health
and safety issues that may
affect stroke survivor and/or co
workers.
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Another idea: Reflective
prompts on things to consider,
link to overview of stakeholder
roles, e.g., who to contact for
support with risk assessments

PO.8. Regularly review
AG0NR1S &adzZNBBA
(with stroke survivor) on
ongoing basis as agreed
(e.g., monthlybasis), repeat
PO. 57

Recognise that requirements
for measures to protect
employee health and
wellbeing can change

Persuasive
communication

Guiding agents
towards adoption of
an idea, attitude, or
action by using
argument or other
means

Messages should be
relevant, not too
different from
AYRA@ARdzZ f ¢
be stimulated by
surprise and repetition

E.g., link to information on
AG0NR1S adz2NBAG2
changing over time.

Decide with relevant
stakeholders how/when to
record and revievprotective
YSIFadz2NBa TF2NJ
health and safety

Persuasive
communication

Guiding agents
towards adoption of
an idea, attitude, or
action by using
argument or other
means

Messages should be
relevant, not too
different from
AYRAGARdZ f ¢
be stimulated by
surprise and repetition

E.g., Guidance in legislation, H
website, link to overview of
stakeholder roles

Environmental
re-evaluation

Encouraging realising
the negative impact of
the unhealthy
behaviour (i.e.non-
disclosure), and the
positive impact of the
healthy behaviour (i.e.,
disclosure)

Stimulation of both
cognitive and affective
appraisal to improve
appraisal and empathy
skills

E.g., Stories showing impact or]
employee health and wellbeing
when regular reviews were
done/not done.

Active learning

Encouraging learning
from goatdriven and
activity-based
experience

Time, information and
skills

E.g., Task discussion with
stakeholders and production of
a template (or decision to
amend or use one provided in
toolkit) ¢ e.g., risk assessment
form, with timelines of when
they should be completed.
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Regularly record and review
protective measures for
SYLX 28SSaqQ KS

Analyse whether changes to
protective measures for
SYLX 28SSaQ KS
are needed

Active learning

Encouraging learning
from goaldriven and
activity-based
experience

Time, information and
skills

Reviews to be completed at
timepoints specified above.
Analysis of changes needed to
be included on template form.

All steps

Relevant to all POs. Identify
appropriate stakeholders
and sources for support
with (with consent from
stroke survivor if needed).

Recognise that relevant
stakeholders and
organisations can advise on
measures to protect health
and safety of employees, and
manage impact of the stroke

Persuasive
communication

Guiding agents
towards adoption of
an idea, attitude, or
action by using
argument or other
means

Messages should be
relevant, not too
different from
AYRAGARdZ f ¢
be stimulated by
surprise and repetition

a dzNDA @2 NR& NB
strategies to maintain
productivity and maintain
wellbeing)

Arguments

Using a set of one or
more meaningful
premises and a
conclusion

For central processing
of arguments they need
to be new to the

message receiver.

Message: there are
stakeholders and organisations|
GKFy OFy KSf LIX
overview of roles and
organisation contact details

Benefits of liaising with
stakeholders about health and
safety measures, stories/quote
relating to RTW in different
work industries and
environments
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Behaviour change methods, parameteasd ideas fopractical applications
GSNBE 200GFAYSR FNRY GKS La | LILINRIF OKQA&
methods[190]. KC also searched PubMed for evideoodhe effectiveness of

the selectedchange methods for thalentified determinants. However, no

relevant literature was identified. This is nabicommonat this stage of the

IM approach181]. Articles describing intervention development do not

always report logic models of change, nor include detattlmsngemethods.

Selection of practical applications

KC searched PubMed and Google Scholar for eHealth workplace interventions
for employers and/or employees with injuries or health conditions. In a table,
the eHealth intervention findings relating to practical applications, i.e., their
usability, effectiveness, and acceptability, were mapped onto relevant
determinants and performancebjectives from the matrices of change

(Appendix B.k

To further inform selection of practical applications, Workshop 2 was

conducted in October 2023. Participants were shown a summary diagram of

the change and performance objectives for employers and stroke survivors,
structured according to the fivetep TEAM process (s€eigure 8 subsection
5245)¢ KSe& $gSNBX GKSY Fa{SR FT2NJ ARSla 2y
help employers and stroke survivors carry out the objectives shown in the
diagram.As an examplethey were presented with ideas from the first expert
advisory group meeting, and visual examples of RTW tools from online

resources, e.g., a RTW decision tree, written prompts to aid disclosure to
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employers, and a workplace adjustment passphigxt, they were asked to
suggest ideas off ¢ 9 ! desdghn and testing. Questions referredtot 9! a Qa
design features and implementation, e.g., form (website, PEaming

package), funding for its development, storage, and testing, and plans for user
access. During the first two advisory group meetings, members were also
asked for ideas oways in which the intervention methods should be

delivered (i.e., theractical applications andon the design and

implementation of TTEAM

5.2.3.6. Step 4: Intervention production
Step 4 of the IM approach invold®rganising, condensing, and producing the
list of practical applications gained during step 3. All performance objectives,
determinants, intervention methods, practical applications, and parameters
(conditions) for success were tabulated, organisgd TEAMstep. Two tables

were created:one for employers and one for stroke survivors.

A fivesstep plan was created, showing the sequence, scope and content of
eachTTEAMstep, organised per user group (employers and stroke survivors)
(Appendix B.Y. Thekeyfocus of eacl TEAMstep and corresponding key
messages were included within the plan, alongside suggested tasks for
employers and stroke survivors. General ideas from stakeholders and eHealth
intervention evidenceegarding intervention design and delivery were

included within the plan.

In February 2024Norkshop 3 took place. An update on the project was

given.Participants werethen shown a selection of potentidi TEAMogos and

16¢



asked to indicate the one they liked best via a voting pagixt, they were

asked to give feedback on the proposEtdEAMlan. For eac TEAMstep,

they were shown a summary of the key messages and a lgtaaimpanying

tools. As part of this task, they were also presented with PDFs containing
Wiz2taQ G2 FLOAfAGIGS adza3SaGaSR | OGAazy
per step, and asked for feedback. KC took notes during the workshop and

referred to the workshoprianscript to make suggested changegshe

intervention messages artdols. ThelT TEAMorototypes were created using

Xerte[327], a content authoring platform that enables development of

interactive learning materials.

Prototype review by the expert advisory group

As part of step 4, the IM approach also recommends intervention materials
and messagebe tested and reviewed biptended users before final
production[181]. This prototype review, known gse-testingin IM, is carried

out prior to pilottesting and is considered crucial for ensuring the

intervention is implementable, and its materials comprehensible and
appealing. It was planned that the expert advisory grauuld review the
prototypesand provide thisnitial feedback Table 14. To ensure input from

as wide a range of potential users as possible, stroke survivors and employers
were invited to join the expert advisory group, i.e., through KC presenting at a
local stroke research partnership group and emailing contacts in the NHS.

Three stroke survivors and three employers agreed to join the advisory group.
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KC thennvited all advisory group members teview andprovide feedback

on the intervention prototypes. Stroke survivors were invited to review the

stroke survivor version of the intervention, and employers invited to review

the employerversiy ® ¢ KSe& gSNB |faz2z 3IABSYy I 00Saa
shouldthey wishto review those. Otheadvisorygroup members, e.gOQTs

could choose the version/s they wished to review. Group members who

responded were asked to complete a series of simple tasks, e.g., navigate to a

page containing a video arpday it(Appendix B.B Twoweeks later, they

were asked to attend one of three separate Microsoft Team meetings for 1)

stroke survivors, 2) employers and 3) other group members), to answer-open
SYRSR [jdzSaidAz2ya NBIFNRAY3I GKS LINRG20e@ L
use/learnability, accesbility and inclusivity, perceived usefulness, and issues

affecting use (technical or environmental). These questions were based on
constructs from the Technology Acceptance Mddéld, 200] System

Usability Scalg201], and International Classification of Functioning, Disability

and Health202] (Appendix B.R Groupmemberswere also asked how they

thought potential users should be made aware of and gain access to the

intervention. Those unable to attend meetings responded to the questions via

email.

Deductive framework analysj296] was conducted on meeting transcripts
and email responsesyith application ofthe question constructs for coding
(Appendix B.1)) using NViveersion 1297] and Microsoft Excel (version

16.65)
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5.2.4. Results

5.2.4.1. Description of the expert advisory group
Advisory group members (n=20) included seven stroke survivors (two also
representing a stroke charity), one stroke charity representative, six
healthcare professionals experienced in ¥H' $OHand occupational
rehabilitation professionals, and a health psychologist), a trade union
representative, two researchers with expertise in IM and Implementation
Science, and two Human Resources (HR) experts. An additional six members
(three stroke survivors, two manageesd one business owner) were

recruited durirg the prototype reviewstage (IM step 4)

5.2.4.2. Employer participant description anavorkshop
attendance
Description of employerattendingWorkshop 1 (n=7)Workshop 2 (n=5), and
Workshop 3 (n=4) armcludedin Table 16 As notedn the table below, some

were also stroke survivors and/or professionals working in healthcare or HR.
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Tablel6. Occupational roles, settings, and workshop attendance of employer participants.

Participant Occupational role/s Stroke | Organisational Workshop/s
identification survivor | setting attended
number (yes/no)

03 Clinical superviso@T No Neurorehabilitation | Workshop 1
service in National
Health Service
(NHS)

09 Plant manager Yes Construction Workshop 1
organisation (size
not reported)

10 Line manager No Large Workshops
manufacturing 1,2,and 3
organisation

11 Clinical superviso@T No Neurorehabilitation | Workshops
service in NHS land?2

12 Clinical superviso@T No Neurorehabilitation | Workshop 1
service in NHS

13 OHadvisor No Large Workshop 1
manufacturing
organisation

14 HR advisor No Stroke charity Workshop 1

15 Clinical superviso®T No University Workshops

2and 3
16 Information Technology| Yes Large Workshop 2
managet manufacturing
organisation

17 Administration Yes Stroke charity Workshop 2

manager

05 Small business owner | Yes Private Workshop 3
rehabilitative
therapy service

20 Line manager/OH No NHS Workshop 3

consultant

*Indicates where they were also a member of the PhD advisory group.

5.2.4.3.

bSSRa

I 854854aYS8yGyY

Step 1. Logic model of theroblem

Y2 K2Q ySSRa

The needs assessment is reported fully elsewh2é&, 324] Overall, the

following needs were identified as particularly relevant for employers with

certain characteristics:

1 Education about strokeAny employer without posstroke RTW

experience, and/or without support from HRHprofessionals.

Yg KI
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1 Support with understanding the RTW process, including
roles/responsibilities:Employers irSMEswithout HROHsupport.

1 Support with improving perceived competency for carrying out
supportive RTW actionge.g., finding out what to expect from the
stroke survivor in their working role): Employers without pesbke
RTW experience.

Findings from the needs assessment informed development of an initial logic

model of the problemAppendix B.R

Refined logic model of the problem

Based on the needs assessment and selection of priority aré&srikshop 1,

the logic model of the problem wasfined (Figure J.9 Y LJ 2lack B Q
knowledge about stroke, organisational RTW policies and procedanels
roles/responsibilities meant they oveorunderS & G A YF 6 SR aid NR 1 S
abilities, and hesitated in making reasonable adjustments. Stroke survivors did
not disclose their needs to employers, because they feared highlighting their
limitations. Wakshop 1 participants suggested this was due to-@oaceived

ideas of how an employer would respond, and fear of dismissal and
discrimination, as well as stroke survivors (and employers) not understanding
roles of stakeholders, e.g., healthcare profesaisnwho could help them.
Together, these behaviours and personal determinants meant that stroke
AdzZNDAG2NEQ 2N f2FRa FyR we¢2z2 LINRPOSaa

were not given timely supervisory support and reasonable adjustments.
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Based on findings from:

- Systematic review on employer perspectives (n=23)

- Survey of employers (n=50)

- Interviews with stroke survivors, employers, and occupational therapists (n=7)

Condensed following workshop 1 (where stakeholders narrowed focus onto three priority areas).

Code:
Italic = further suggestions by stakeholders in Workshop 1.

Personal determinants of employers:

3. Lacked general knowledge of stroke causes and
impact, also lacked knowledge of how stroke had
impacted a particular stroke survivor. Employers
not always open to having conversations to about

Employer behavioural factors:
3.a. Occupational health/managing director’s

impact of stroke on employee, make quick fear of causing another stroke, under-
judgments rather than understanding potential for .| estimation of stroke survivor’s abilities
rehabilitation (not always willing to engage with | 3.b. HR staff over-estimated stroke survivor’s
health professionals about this). Sometimes may alsflfities

over-estimate stroke survivors’ abilities, based on 4. E.g., employer showed hesitation over
previous good, pre-stroke abilities. Do not always accommodations to support stroke survivor
know roles/contact details of stakeholders that
may be able to help with understanding stroke

Problem/s caused:

1. E.g., one stroke survivor had too-large workload and necessary accommodations
not made

3.a. Stroke survivor not trusted to have a workload (significantly hindering RTW)
3.b. Stroke survivor not given supervisory support when needed (also expected to
complete RTW process in 4 weeks)

4. Longer RTW process for stroke survivor, employer felt stressed

survivors’ abilities.

4. Limited knowledge of responsibilities according
to legal obligations, or organisational sick leave
and procedures

Personal determinants of stroke survivors: Stroke survivor behavioural factors:

1. a) Stroke survivors’ fear of highlighting limitations to employer. 1. Did not disclose needs to employer
Stroke survivors may have pre-conceived ideas of how an employer
would respond to disclosure. Sometimes stroke survivors fear
disclosure will affect their job security (e.g., when have OH referral,
they often think they are going to be dismissed), or lead to
employment discrimination. Also hard to disclose limitations when it
is a competitive job market and they have presented a capable,
skilled persona leading up to stroke. Do not always know
roles/contact details of stakeholders that may be able to support
them. Some stroke survivors may also lack awareness of own
limitations, so unable to disclose them to employer.

v

Figure 7. Refined logic model of the problem.
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During the first advisory group meeting, the consensus was that TTEAM
should consist of a stroke survivor version, and an employer version. During
W2NJ] aK2LJ m> AlG o1& RSOARSR ¢¢9! aQa
and stroke survivors to plan and manage a timely and sustainable RTW post
stroke. Priority areas included: 1) Stroke survivors disclosing essential needs
to their employer; 2) Employeiacreasing and maintaining understanding of
AUNRB1S adzNDAG2NRQ | 60Af AdA Slaadjustméms o 0

for stroke survivors when needed.

5.2.4.4. Step 2. Logic model of change
In IM, the logic model of change depicts pathways of intervention effects, i.e.,
how the intervention leads to desired outcomgs®1]. The matrices of change
are presentedin Appendix B.4Figure &howsthe logic model of change for

TTEAM.

Following presentation of the model and discussion at the second advisory
group meeting, additional determinants relating to stroke survivors included:
not knowing they are ready to plan and prepare for a RTW, believing work

caused their stroke, or worrygnabout future impacts of work on their health.

An additional performance objective (PO) suggested was that stroke survivors
would reflect on and communicate readiness (to/with their employer) to start
planning for RTW (PO.Eigure §. For PQR. it was recommended that the

term, strengthsbe replaced, so the revised PO would focus on appraising their

capabilitiesand limitations in relation to their working role.

17¢€
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Using theTDH195], stroke survivor determinants were mapped onto the
domains of behavioural regulation, beliefs about capabilities, beliefs about
consequences, emotion, knowledge and intentions, i.e., conscious decision to

perform a behaviour.

Employer determinants were mapped onto the domains of emotion, beliefs
about capabilities, beliefs about consequences, knowledge, skills, and

professional role and identity.
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Performance objectives (PO)

Personal determinants and
change objectives

(Mapped onto Theoretical Domain
Framework domains [49])

Stroke survivors
Behavioural regulation
Beliefs about capabilities
Beliefs about consequences
Emotion

Knowledge

Intentions

Stroke survivors

Step 1. PO.1. Reflect on- and communicate readiness (to/with
employer) to start planning for returning to work

Step 2. PO.2. Appraise capabilities and limitations in relation to
working role.

PO.3. Identify what is needed to enable work participation.

PO.4. Consider what needs are essential for the employer to know for
provision of support.

Step 3. PO.5. Clearly communicate essential needs to employer.

Step 4. PO.6. Plan initial reasonable adjustments with employer and
record them.

Step 5. PO.7. Regularly review needs with employer on ongoing basis,
as agreed, e.g., on monthly basis.

Behavioural outcomes
During the return-to-work
process and thereafter...

Stroke survivors
1. Disclose essential

\ 4

needs to employers.

Employers

Beliefs about capabilities
Beliefs about consequences
Emotion

Knowledge

Skills

Social/Professional role and
identity

CAIdNBE yod ¢¢9! aQa

Employers

Step 1. PO.1. Contact stroke survivor and jointly agree communication
schedule.

PO.2. Recognise limited general knowledge of stroke.

Step 2. PO.3. Recognise limited understanding of responsibilities
during return-to-work process (according to legislation and
organisational policies and procedures).

PO. 4. Recognise limited understanding of organisational resources
available to stroke survivor employee.

Step 3. PO.5. Recognise limited knowledge of specific impact of
stroke on stroke survivor.

Step 4. PO.6. Recognise how stroke survivor’s return to work may
impact wider team, e.g., who does tasks, co-workers’ feelings.
PO.7. Recognise need for support with identifying and organising
reasonable adjustments for stroke survivors, that are affordable and
don’t put any employees’ health and safety at risk.

Step 5. PO.8. Regularly review stroke survivor’s needs (with stroke
survivor) on ongoing basis as agreed, repeat steps 3 and 4.
Relevant to all steps. PO.9. Identify and liaise with appropriate
stakeholders (with stroke survivor consent) or organisations, review
information, and/or attend relevant training.

Logic of change
2340 Y2RSt

2F¥ OKlIy3aSo

Employers

2. Increase and
maintain understanding
of stroke survivors’
abilities.

3. Provide reasonable
adjustments for stroke
survivors when needed.

Program goal

Empower employers and stroke survivors
to plan and manage a timely and
sustainable return-to-work post-stroke.

Health/QOL improvement

Stroke survivor
-Better work-life balance
-Shorter return-to-work process

Employer
-Receive support from relevant
stakeholders/organisations

-More realistic expectations of
stroke survivor

-Less guilt/stress (actions and
decisions informed by stroke
survivor abilities, legislation,
etc)

Outcomes
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5.2.4.5. Step 3. Design of TTEAM
Selection of behaviour change methods
CSSRolO1 2y ¢¢9! aQad 40215 &aSldsSyOoSsz |
Workshop 2, and are outlined in the remainder of this-sealotiord L a Qa
taxonomy of behaviour chand&90] indicated various relevant theoretical
behaviour change method®ersuasive communicatiQarguments
participation public commitmentmodelling planning coping responsgs
implementation intentionsgoal settingactive learningadvance organiseys
chunking selFmonitoring of behaviourand environmental resvaluation
were methods identified for both stroke and employer versions. Information
o2dzi 20KSNRBRQ | LIINRGIE YR Y20Af AaAYy3

identified for the employer intervention.

Definitions ofeachmethod, underlying theories, and linked TTEAM steps and

performance objectives are showm Table 17



Tablel7. Definitions of selected changmethods and underlying theory, linked to TTEAM steps and performance objectives.

Behaviour change

Definition (as taken from the IM

Underlying theory

Stroke survivor version: TTEAM

Employer version: TTEAM ste

method I LILINR F OKQ&a (I E2y step and related performance | and related performance
change methods)190] objective/s (PO) (Sekigure 8 | objective/s (PO) (Se€igure 8
for PO definitions) for PO definitions)
Persuasive Guiding individuals and CommunicatioAPersuasion Matrix | 1 (PO.1) All steps and POs
communication environmental agents toward [328]; Elaboration Likelihood Modell 2 (PO.2)
adoption of an idea, attitude, or [329, 330] Diffusion of Innovations | 5 (PO.7)
action by using argument or other | theory[331]
means.
Arguments Using a set of one or more CommunicatioAPersuasion Matrix | 3 (PO.5) 1(PO.1)
meaningful premises and a [328]; Elaboration Likelihood Model
conclusion. [329, 330]
Participation Assuring engagement of participant{ Diffusion of Innovations theorjd31] | 4 (PO.6) 5 (P0O.8)
in problemsolving, decision making, 5 (PO.7)
and change activities.
Public Stimulating pledging to perform the | Theories of Automatic, Impulsive | 4 (PO.6) 5 (PO.8)
commitment desired behaviour, and announcing| and Habitual BehaviolB32, 333] 5 (PO.7)
that decision to others.
Modelling Providing an appropriate model; Social Cognitive Theof$34, 335] 1(PO.1) 1(PO.1)
being reinforced for their desired Theories of Learning336] 2 (PO.2) 4 (PO.6, PO.7)
action. 3 (PO.5)
Planning coping | Prompting participants to list Attribution Theory[337]; Theories of| 4 (PO.6) 1(PO.1)
responses potential barriers. GoalDirected Behaviouf338] 4 (PO.6)
Implementation Prompting ifthen plans, linking Theories of GodDirected Behaviour| 5 (PO.7) Not selected
intentions situational cues with responses [338]; Theories of Automatic,
effective in attaining desired Impulsive and Habitual Behaviour
outcomes. [332, 333]
Goal setting Prompting planning what the persor| GoatSetting Theory339], Theories | 5 (PO.7) 1(PO.1)
will do, including a definition of goal| of SelfRegulatior[340] 2 (PO.3)
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directed behaviours that result in the 4 (PO.7)
target behaviour.
Active learning Encouraging learning from geal Elaboration Likelihood Mod¢329, 1(PO.1) 1(PO.1, PO.2)
driven and activitshased experience| 330}, Social Cognitive Theo334, 2 (PO.2, PO.3, PO.4) 2 (PO.3, PO.4)
335] 3 (PO.5) 3 (PO.5)
4 (PO.6) 4 (PO.6, PO.7)
5 (PO.7) 5 (PO.8)
Advance Presenting an overview of the Theories of Information Processing| All steps and POs All steps and POs
organisers material than enables a learner to | [341-344]
activate relevant schemas so that
new material can be associated.
Chunking Using stimulus patterns that may be Theories of Information Processing| Not selected 2 (PO.3)
made up of parts but that one [341-344] 3 (PO.5)
perceives as a whole. 4 (PO.6)
Selfmonitoring of | Prompting the person to keep a Theories of SefRegulatior{340] 5 (PO.7) 1(PO.1)
behaviour record of specified behaviour/s. 2 (PO.3)
5 (PO.8)
Environmental re | Encouraging realising the negative | Transtheoretical Moddl345] 1(PO.1) 5 (PO.8)
evaluation impact of the unhealthy behaviour. 3 (PO.5)
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Selection of practical applications

Behaviour change methods require feasible and suitable practical application
to be effective.Figure Ydepictsthe summary of performance and change
objectives shown to Workshop 2 participants in October 2023, structured as a

five-step TTEAM process.

Behaviour change methods require feasible and suitpbdetical application

to be effective. KC combineditial ideas for practical applications with those
suggested during the first advisory group meeting and Worksha@magndix

B.9. In line with IM guidancEL81], practical applications wenefined

according to feasibilityWorkshop 2 participants suggested a glossary of
LRGSYGALfT adlr{SK2f RSNEQ Nt Saz |a ¢Sttt
organisations offering advice, information, and support. TTEAM tasks

recommend seeking support when needed, e.g., employers to learnfgpec

AYLI Ollka 2F aidNR|1S 2y +y SyLfz2e8S8SQa 42
were also suggested and included for conveying key messages. Within TTEAM

for example, videos with stroke stivors convey personal stories whilst

relaying key messages, e.g., sustainable RTWgbaste is possible. Advice

from an HR expert is also included, e.g., regarding the importance of regular,

ongoing reviews of reasonable adjustments.

In the stroke survivor version, key messages relate to causes and effects of
stroke, stroke recovery (as being individualistic and potentially-teng),
and the importance of early, regular communication with employers. Also

included are legal definitiaof disability and reasonable adjustments, and
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information about work simulation tasks and workplace buddieghe

employer version, key messages are identical with greater emphasis on stroke
AYLI OGAYy3 AYRADGARdAzZ ta RAFTFSNMBYyGfeEs SYL
importance of consent and confidentiality, and importance of assessing health

and safety risks relating 2 (i K A0NR1S adz2NBDAG2NINE we?

per TTEAM step are summarisedrable 18



Step 1

Step 2

.

Stroke survivor* appraises capabilities and
limitations relating to work role. identifies

what is needed for them to return to work
role

Employer* increases knowledge of role and
responsibilities, and availability of
resources. Recognises reasonable
adjustments are a worthwhile investment.

Step 3

disclose to employer. Clearly

and needs.

* Stroke survivor* recognises benefits of
disclosure. Decides what they want to

communicates needs to employer.

* Employer* increases knowledge about
stroke survivor’s capabilities, limitations,

Step 4

* Stroke survivor* decides they are ready to start planning
to return to work, and communicates this to employer.

* Employer* contacts stroke survivor and jointly agrees
communication schedule. Increases general knowledge
about stroke and potential impact.

Toolkit goal

Empower employers and stroke
survivors to plan and manage a
timely and sustainable return-

to-work post-stroke. o

!

START HERE

*Liaising with relevant stakeholders where possible

Employer* considers potential risks and
impact of stroke survivor's adjustments
on wider team. Discusses with relevant
stakeholders if needed (with stroke
survivor consent)

Stroke survivor and employer* plan
initial reasonable adjustments and record
them.

Step 5

Stroke survivor and employer recognise
stroke survivor’s needs may change.
Stroke survivor* repeats steps 2 and 3.
Employer* repeats steps 3 and 4.
Stroke survivors and employers meet
regularly to review stroke survivors’
needs.

Figure9. Summary of performance and change objectiwéhin the five-step TTEAM process.
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Tablel8. Key focand applications per TTEAM step.

Key focus and applicationsinduded

TTEAM | Stroke survivors Employers

step

1 Readiness D dart planningfor | Stroke and communication
a RTw
Pros and cons activity, a A five-minute quiz to informally assess stroke knowledge,
readiness hecklist, reflective interactive diagram to learn aout stroke disabilities, reflective

prompts, and atemplate saipt | prompts on confidence/ skills for supporting a sroke urvivor,
to help sroke aurvivors reflect communication saipt/schedule templates*, record of
onand communcate readiness | additional learning ectivities, and atool to facilitate

to plan aRTW. identification of potential communication issues, and coping
strategies (if sroke survivor has dysphasia for example).
2 Appraisd of capabilities, EmployersQYoles and responsibilities

limitations, and needs
Job demands analysistool and | Drag-and-drop eercise regarding legal obligationsand other
self-monitoring dary to help responsbilities, GHEAP acronym © aid menory as to what
them appraise their RTW needs. | makes an adjustment ‘teasonableQreasonable adjustments
crossword puzle, worksheet to aid identification and
communication of organisational resources.

3 Disdosure of needs to Understanding stroke survivorsCapabilities, limitations, and
employer needs
Template saipt to aid Drag-and-drop ectivity to test skill in linking work performance
disdosure of limitationsand difficulties to disabilities, CARES acronym D aid menory on
needs to their employer. communctation style, job demands analysis tool* (employer

verson to be mmpleted with sroke survivor), five-minute
multiple choice quiz to assess how to gain information about
stroke survivors.

4 Planning and recording reasonable adjustments

Tools to support the plnning and recmrding of reaonable adustments* and RTW in general, e.g,
arisk assessrent template*, a tool to facilitate identification of potential problems yoon RTW
and coping responses and templaes for areasonable adjustment passport*, wellbeing action
plan*, and RTW plan.* Employer version also has a muttiple-choice quiz on planning and
recording rea®nable adustments, drag-and-drop ectivity regarding reviewing heath and sfety
risks, and RSE acronym © aid menory on how to introduce stroke survivor back into team.

5 Ongoing review of capabilities, limitations, needs and reasonable adjustments

Gontract template for conducting regular reviews of the stroke survivor@needs and support*.
Both versons have nstructionsfor setting up and conductng reviews. Employer version also has
brief multiple-choice quiz on sroke recoveryand what to include in reviews, and refective
prompts on learning needs.

Bold font indicates where a TTEAM activity is provided as a PDF toolfloditates where it
is recommended a stroke survivor and employer complete an activity together.

5.2.4.6. Step 4. TTEAM production
Selection of Xerte as the platform fahe TTEAMorototypes
In my originaPhDproposal, it was suggested that anteractive RTW toolkit
be developed for employers of stroke survivors. The emphasis on interactivity
came from stroke survivors who had been involved in conception of the idea
previously Interactivityrefers to 1) people working together and influencing

one another, or 2) continuous passing of information between a device, e.g., a
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computer system, and a usg846]. Given this definitionand growing interest

in digitalisation of health promotion interventions worldwifi@47], |

anticipated financial resources would be requiteddevelop a digital

prototype. | identified and met with the Health-Eearning and Media team at
the University of Nottingham, who specialise in the development of
interactive, webbased eLearning objecf848]. Through this meeting |
obtained a quote for the development of one of these objects. | then applied
for and was successful in being awarded a research pgornper grant from

the Elizabeth Casson TrustJune 2021349].

Consensus across stakeholders in the first advisory group (September 2022)

and Workshop 2 (October 2023) was tAatEAMshould be wekbased, either

as a website or eLearning packaged thatlifetime access should be given
immediately followingpad G N2 1 S & dzZNIDA @2 N a4 WeksliopX | NH S
participants also suggested that TTEAM sha@d/isually stimulating, with

different pathways for stroke survivors and employers, and additional
resourcesprovidedas downloadable PDFs. ParticipaidievedTTEAM steps

should be quick and easy to complete, with content in audio format also.

In November 2023, met with two website developers and obtained quotes
based on thenterventionplan constructed as part of IM step 4. | also
contacted a researcher who had applied the IM approach to develop a RTW
toolkit website for employers of cancer survivgi66]. Based on these
conversations, | ascertained that a website would go far beyond my Elizabeth

Casson Trust grant budget. | alsecansidered the original idea of an
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eLearning object from the HealthlEearning and Media team. However, the
volume of planned content in thimterventionplan went far beyond one
eLearning object (Note: the Elizabeth Casson Trust grant could only fund

development of one eLearning object).

A final option considered was Xerte, an opssurce content creation

platform designed for use by netechnical authors, to rapidly create

accessible, interactive, and engaging learning resoyR24. Different

templates for eLearning objects exist on Xerte, dependent on the desired
output. | decided to use the Xerte online toolkit templd850] to develop the
prototypes myself. The Xerte online toolkit template includes options for
interactive, multimedia elements, including quizzes, videos, images and text,
and PDF files, all of which were included in the toolkit plan. In recent years,
this template has been successfully used in the development of selekted
toolkits relating to other health conditiond 97, 351] Cited benefits include
ongoing access to the toolkit from anywhere at any time, thus fitting with
dzZaSNERQ fAFSadetSazr ¢g2N] LI GGSNyaz 3sS23
needs[197]. Additionally, unlike websites and other eLearning content
creation platforms or tools like Elucidg@52] or Easygeneratdi353], there

are no financial costs associated with the initial and ongoing use of Xerte. The
University of Nottingham hosts Xerte eLearning objects on a free, unlimited
basis, and if needed, learning objects can be exported and hosted on another
website and/orserver. Support for authors is available at no cost via email

contact with the developers or an online communi8b4]. Free, unlimited
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use of Xerte also meant that my Elizabeth Casson Trust grant could be used to
fund production of the suggested videos. Other benefits included the-built
accessibility features, passwoplotected access (to be used during feasibility
and evaluation phass), options to access prototypes from various devices

such as a desktop computer or tablet, and continuous opportunity to refine

prototypes in accordance with stakeholder feedback.

Workshop 3 feedback on the intervention plan

Several participants were unable to attend Workshop 3, so it was held across
two sessions to maximise input. The first session was attended by a line
manager and a®Hconsultant, and focused on the plan for the employer
TTEAMersion The second session was attended by two employers who
were also stroke survivors (and therefore able to give a stroke survivor
perspective also). This session focused onpllae for the stroke survivor

version. Plans for both TTEAM versionsesented inAppendix B.7

Changes were suggested to optimise the learning experieaséllows

During the first session, employers suggested providing brief facts (statistics)
within information about stroke (TTEAM step 1), emphasising benefits of work
for stroke recovery (TTEAM step 1), and providing reminders about consent
and confidentiality thoughout TTEAM. It was also suggested the job demands
analysis tool (TTEAM step 3) include consideration of functional tasks, and
K2g SIOK RAFTFTAOdzZ G&8 fAa3GSR YAIKOI AYLI O
performance. In the list of reasonable adjustments provi@ieth demands

analysis tool), hyperlinks were suggested to enable further learning. It was
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meaning affordable, effective, practical and safe to implement. Additional
suggestions included guidance on informing the wider team about the stroke,
and information on work tal benefits, and stroke recovery, e.g., as

potentially longterm and gradual. During the second session, additions to the
stakeholder glossary and organisatioverview, improved accessibility of the
selfmonitoring diary (TTEAM step 2), and inclusionxareple work tasks in

the job demands analysis tool were suggested (TTEAM step 2).

Design features of TTEAM

The TTEAMrototypesare hosted on Xertg327] as two eLearning packages:
one for stroke survivors and one for employers. The final two TTEAM steps
are identical across both versions, and contain activities to be completed

jointly by stroke survivors and employei&aple 1§. These activitiegnable

GFAEf2NRAY3 2F adzllll2NI G2 adGNR1S adz2NBAO2

recording of suitable reasonable adjustments via the passport tool provided.
Reflective activities are also included to guide individual uselsdision

making, and seeking additional information and support where neddadle

18). Each prototype contains a pagp menu to navigate to different sections.
t5C Wi22fta4Q INBE AyOf dZRSR (2 &dzJLJ2 NI
elements were included only in the employer version to ensure stroke
survivors with restricting impairents, e.g., hangtye coordination challenges,
were not excluded or limited in their use of TTEAMjure 1Ghowsexamples

of thesefeatures. Users may utilise TTEAM on unlimited-geifled basis via



a URLink (with or without password access). Each TTEAMistdpsigned to
take 15 minutes to complete (total duration: 1 hour, 15 minutes), with

additional time needed for optional tasks.

Prototype review Feedback from the expert advisory group

Three meetings were held separately with stroke survivors (n=7), employers
(n=4), and OTs (n=2). A trade union representative and an OH expert provided
email feedback. One stroke survivor reviewed TTEAM using a mobile phone;
all others used a laptop or det®p computer. One stroke survivor also used a
tablet. The stroke survivor version of TTEAM was reviewed by all seven stroke
survivors, one employer, one trade union representative, and one OH
professional. The employer version was reviewed by four stsokeivors, all

four employers, and two OTs.

Overall, TTEAM was seen as highly useful, comprehensive, and empowering,
offering key information and facilitating ope@@mmunication between stroke
survivors, employers, and the wider suppagtwork (seeAppendix B.1@or
detailedsummary offeedback). Some expressed interest in using TTEAM
themselves, and praised its ease of navigation, @edr, concise, and

interactive content. To improve ease of use and learnability, amendments to
instructions for use and inclusion of the figeep TTEAM process overview

were suggested. To improve accessibility and inclusivity for users with
cognitive aml/or fatigue issues, it was suggested that initial text density be
reduced. Other suggestions included removal of jppdescriptions for

imagesgvideos, and production of audio TTEAM versions. Minor suggestions
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were made to improve accuracy/relevancy of content and the user

experience, e.g., including PDF tools as an appendix at the end of TTEAM.
Technical issues such as slow video loading, PDF/naspézsch tool

incompatibility, and inability to save progresgre noted. To increase

awareness and promote access to TTEAM, members suggested signposting via
KSFft 0KOFNBS YR |Iw LINPFSaarzylfasxs GKS
charities, norprofit organisations, and employers. Awareness events, a

network ofusers, and promotional video were also suggested.
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Toolkit for Transitioning to Employment After stroke through Mutusl support [TTEAM) Taolkit for Transitioning to Employment Atter stroke through Mutual support (TTEAM)
Centre for Rehabilitation & Ageing Research, University of Nottingham $2. What is a reasonable adjustment?

‘What ix 3 reasanablle sdjastment? bt doss Teasorable’ mean?  ho nars for reasooatle adiustments?

Why should | make

reasonable adjustments? A reasonable adjustmant is a change an empleyer makes to ensure an empleyos with disabilities can parform thair
Goal, target audience, and how to use this taolkit guidance @ Who can halp me identify work duties, without being at disadvantage compared with others.
the reasonable Reasonable adjustments are different for awery person, and can cover any aspect of wark, including:

51. Stroke and communication & adjustments neaded?
ju 2

I k f " St whatde you know about stroke? @ f k e = changing the employee’s work arrangements, e.g., haurs worked
Toolkit for After stroke e o sl verk g

inging tha workplace anvironment, 8.g., aspects of a workplace station
= providing extra support, services, or equipment

h 1. How can stroke impact a person? @ w
t 51. Drag-and-drop activity: |5 return to work possible after strake? & )

51 What does a sustainable return to work look like? @ More information on reasanable adjustments is available from the Equality and Human Rights Commission.
$1. What does good communication look like? &

51 The impartancs of eansent and esnfidentiality @

« R —_— = ve )

a) Menu/table of contents (employer version). b) Hyperlinks to additional information in text (employer version).

Toolkit for Transitioning to Employment After stroke through Mutual support (TTEAM)

Teolkit for Transitioning te Emplayment After stroke through Mutual support (TTEAM)
54. Recommended activity: Reasonable adjustments passport S2. Crossword activity: Reasonable adjustments

Across

This PDF contains a reasonable adjustmants passport that
can be filled out with your employer (snd anyone else you
ducide to include).

3. Name of the UK legislation that obligates i
amployers to maka ressonable adjustmants
5. Ressonable adjustments can cover which aspeets of (3)

‘You can use the job demands analysis activity, to help you work?

fill out the passport form. Examples of reasonable 6. The person/s responsible for paying for reasenable  (8)
adjustments are givan on the last page adjustments

*You may also be able to gat support from colleagues and

ather it needed. Lo

m 1. Tailored reasonable adjustments can help ensure 8 )
stroke survivor's return to work is....?
2. Person you should speak to first about reasonable  (14)
adjustments needed

4. Acronym to help you remember the factors to 5]
consider when deciding whether an adjustment is
— ‘reasonable’
O
« ® = ERECE

¢) PDF tools to support completion of activit{ggroke survivor version). d) Interactive elements (employer version).

Figure 10Screenshots of design features in the TTEAM prototypes.
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5.2.5. Discussion
This study shows how IM was applied in thedesign of TTEAM, a sejfiided
digital RTW toolkit for stroke survivors and employers. Relevant stakeholders
were involved throughout to prioritise user needs, and guide decisions on
TTEAM content, goal, andsign. TTEAM consists of an interactive eLearning
package on Xerte, with theorgnd evidencebased content designed to
empower stroke survivors and employers to plan and manage a timely,
sustainable posstroke RTW. Initial feedback conveyed that TTEAM is
uniquely comprehensive, empowering RTW resource that fosters open

communication, and offers key information and practical tools.

In the UK and elsewhere, clinical guidelines for stroke recommend that self
guided rehabilitation resources be provided alongside traditional
rehabilitation[92, 355] VR provision is limited in the Y&L1, 312] however
younger stroke survivors with miid-moderate severity may be able to self
navigate and advocate for their RT@47]. TTEAM is a seffuided, digital

RTW toolkit intervention containing components recommended for VR
programs in the UK National Clinical Guideline for StfeRg including
assessment of potential RTW barriers and facilitators, and action planning for
overcoming barriers. A systematic review published in 2023 identified 12
studies reporting on VR interventions for stroke survijB&6]. No
interventions were seffuided, suggesting that TTEAM fills a critical gap
where intensive, therapistlelivered VR coordination is not necessarily

needed.



Furthermore, digital technologies are increasingly highlighted as a way to

scale up, and enhance accessibility and affordability of rehabilitf1ion].

¢KS 22NIR | SFHEtGK hNBFYAT | GAPBYQa 3If 20l
supports this approach, and it is a key priority in the NHS Long Term Plan

[318]. To this end, the UK Government has allocated £3 billion to upgrade NHS
technology[319], and the upcoming X ear Health Plan will focus on NHS

shifts from analogue to digital, hospital to community, and sickness to
prevention[320]. Digital access may enable service users with less complex

needs to selmanage their rehabilitation (including that related to RTW),

freeing up resources for those with more complex needs, and ultimately,
AYLINROGAY3I (GKS bl { Q& résmice allacytibrreduding @ o &

costs, and enhancing access to rehabilitation services.

Researchers have developed digital toolkit interventions to facilitate RTW or
work retention outcomes among employees with chronic g&il] mental
health issue$168], or those recovering from gynaecological surgér0].

Digital RTW interventionhave also been developed for employers supporting
employees with cancgil66], and for SMibased employers supporting
employees on longerm sick leavg¢358]. To bring about effective, sustainable
behaviour change IM recommends targeting determinants at multiple
SYGANRYYSyGltf fS@Sta NBf | sirekg<sirvivoss, 1 KS W
and those who can make environmental changes, e.g., empl¢y8i3 A
digital RTW toolkjtnamed PROWORHgsalsobeen developed for employers

and employees on loagerm sick leaveand is being tested in a pilot study
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[101]. While there are similarities in their change methods, PROWORK and
TTEAM differ in their target populations and delivery (TTEAM is purely self
guided, whilst PROWORK also includes workplace coaching sessions). To our
knowledge, TTEAM is the first digitsglfguided RTW toolkit for stroke

survivors and their employers.

5.2.5.1. Theoretical contributions
Research suggests interventions based on multiple theories, targeting several
constructs, have larger effects on behaviour change than those not based on
theory [359]. The TTEAM edesign process was guided by [M1], a welt
established approach for developing complex behaviour change interventions
based on multiple theories and research evidence. During IM step 2, the TDF
[324]was used to identify determinants of problematic behaviours or
O2yRAGAZ2Yya AYTFEdzSYyOAy3a SYLI 28SNEQ w¢?
me to select intervention methods that could, in theory, mitigate the negative
impact of determinants. For exampldrake survivors and employers often
lack understanding of the roles of RTW stakeholders who may help them to
dzy RSNRGI YR | a0NR1S adz2NDAG2NRE 62N] OF
Through use of the IM taxonomy, methods such as advance organisers and
adiA @S fSIENYyAy3I gSNBE aSt SOGSR IyR AyOf d
1y26ft SRAS 2F aidl {SK2ft RSNAQ LRGSYGAlf N
Elaboration Likelihood Mod¢B29, 330] Social Cognitive Theoj334, 335]

and Theories of Information Processidg1-344]. Active learning encourages

learning through goaland activitybased experience, whilst advance
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organisers aid memorfprmation [181, 190] Persuasive communication

(based on numerous theories, séable 1} wasalso used to encourage users

to identify, contact, and liaise with these stakeholders to aid their learring.

is difficult to know for certain how effective these change methods may be in

a work context. Change methods for other wagtated interventions are

often notreported in relation tospecificbehavioural determinantgl66], or

they reportdifferent methods for other determinantf360, 361] and/or have

not yet been evaluated for effectivenef01, 362] Nevertheless, an eHealth
RTWintervention for womenaged 1865 yearsyecovering from

gynaecological surgery was identified as having demonstrated effectiveness,

and as having included persuasive communication among its change methods
[170,363fp LYy GKAA&A AYOUSNBSYyldAz2y> Ada LizNLR &
I OOSLIilIyOS 2F KSIftGKOINBS LINRPFSaarAz2ylfa
required to construct a RTW plan and then review it with their employer and

OH physician.his studyis fully described irChapter ] howeverin short, the

use of the eHealth intervention resulted in a fasteit sustainableRTW

(defined as duration of sickness absence days from surgery until full RTW

[i.e.., four weeks without absence recurrencfl]y0]. This study further

supports collaboration acrosstakeholders as beingrucial for facilitating

shared understandingsppropriate reasonable adjustmen{8364, 365] and

ultimately, a sustainable RT}&1].

19¢€



5.2.5.2. Strengths and Limitations
A strength of IM is that it encourages commuHigsed participatory research
methods to match intervention content with priority needs of the target
population/s[181]. In this study, a range of relevant stakeholders, e.g., line
managers, healthcare professionals, stroke survivors, business owners, HR
LISNE2YYySts SG0X oSNB Ay@g2f SR Ay RSOAA
and on specialised content to mitigateetiinfluence of identified
determinants and problematic behaviours. For example, the needs
assessment identified that stroke survivors fear highlighting (and
subsequently do not disclose) limitations and needs to employers, hindering
SYLJX 2 & S NE Qhetn tzIRIV2 Wik stréke Slirvivor version of TTEAM
was designed to enable and empower stroke survivors to disclose essential
needs to their employer. Another issue was that employers -over
dzy RSNBAGAYFGSR a0NR1S adz2NHB&gg2 NBEQ 62 NJ
workloads or lack of supervisory support. The employer version was designed
to enable and empower employers to increase and maintain understanding of
AO0NR1S adzNDAG2NBQ FoAfAGASAZ FyR LINEOJA
If collaborative commu®F G A2y Fo2dzi Fy SYLX28S5SQa a
place, it can lead to provision of suitable reasonable adjustments and social
adzLILI2 NI = Yy R T OA {[20[iThriough thrgeting Y LI 28 SS QA
determinants as well as behaviours, TTEAM may lead to improvements in a
NIy3S 2F 20KSNJ I NBFaz Soe3aos SYLX 28SNAEQ

reasonable adjustments.
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Across both TTEAM versions, users are educated and equipped with tools to
FILOATAGI OGS NB3IdzE I NE 2y3I2Ay3 NBGASga 27
adjustments. The severity, impact and recovery trajectory of stroke can vary

across individuali366j® hy 32Ay 3 wé¢2  adzZLILI2 NI GF A€ 2 NX
needs is vital for ensuring their sustained employment. For example, even

years after a stroke, new restrictions on workload and flexibility can
ySAFGA@Ste FFFSOG ai NP |ibthen dzddddaddrkB Q 6 S
rolef6lld ! f 623SGKSNE GKAA KAIKE Aduiddda ¢ ¢ 9! &
toolkit forlongi SN dza S Sy adzNAy3I adzadlrk Ayl oAt Al
Advisory group members also believed NbéSed, therapyted VR services

may wish to signpost stroke sureivpatients to TTEAM, where adequate VR

Ad RStI@SR 2N dzyl @At ofSd ¢KAA adza3asSa
a critical need by improving the accessibility and scalability of VR guidance for

stroke survivors and their employers.

CdzNI KSNX2NBEZ | ROA&A2NE 3INBdAzL YSYOSNAR NB
interactivity, signposting to further resources, sectioned content, ease of

navigation, and multimedia, e.g., videos with accompanyingltexta | @ S N2 &
Cognitive Theory of Multimedia Learning suggests that messages in

multimedia format, e.g., visual/pictorial and auditory/verbal are more likely to

result in meaningful learning than those in one format di3§7]. Group

members also valued the PDF tools within TTEAM. To our knowledge,

specialised sets of RF#lated tools to aid stroke survivors and employers

have not yet been developed. Cognitive learning theories suggest that tools
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play a crucial role in facilitating learnifith4, 155] they guide users through
complex tasks, build deeper understanding, and develop skills and

competence368].

The idea for this project originally focused on a toolkit for employers. Thus,
AO0NR1S adzNDAG2NBQ yYySSRa 6SNB y24 aLISOA
whichstroke survivors would benefit from use of TTEAM, ahen

Nevertheless, involvement of employers who were also stroke survivors

Syrof SR a2YS ARSyYy{ATA OlHEght8tpke Bufvivaisi NB | S
with disabilities affecting vision, stamina, language comprehension, and
ASYaz2Ne LINRPOSaaAyads NBOASHGSR (KS LINRG2
comprehensivenesdMinor refinements were suggested to mitigate technical

issues and improve accessibility. Additionally, one stroke survivor suggested

that TTEAM should be offered from the point of pestoke acute admission,

and from different services, organisations dasectors throughout their

recovery journey. Further work is needed to validate the above findings.

5.2.5.3. Future directions
This study focused on IM stepstlFollowing refinement of TTEAM, the
remaining steps involve constructing plans for its implementation and
evaluation. During previous steps, | asked stakeholders questions regarding
implementation of TTEAM, and followedreeory-informed process to select
implementationstrategies Chapter §. Howevey further work is needed with
relevant stakeholders to establistho needs to dovhat andwhento

facilitate successful implementatiqitM step 5) A detailed plan for a
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feasibility study with an embedded process evaluation (IM step 6) is also
required to evaluate TTEAM following rembrld use, and to determine
whether it warrants a larger, more definitive evaluation. As part of this
planning process, efforts should bek&n to ensure recruitment of potentially
underserved groupf369], e.g., racial or ethnic minority groups, people with
low socieeconomic backgrounds (potentially limited to using TTEAM on a

mobile phone).

Research evidence and relevant stakeholders, i.e., potential users and all

involved in¢ ¢ 9 s enflementation, should be consulted on decisions

regarding study design, procedure, and outcomes of interest. For example,

research suggests that evaluation of implementation strategies for digital

health interventions is urgently needed, and would aitufe translation of

evidence into rehabilitation practidd57]. Other potential outcomes include

GKS ¢¢9! a OKIy3aS 2N LISNF2NXIFyOS 202501
competence in making reasonable adjustments, behavioural outcomes, e.g.,
employers providing reasonable adjustments in a timely way, health/gualit

of-life improvement, or social or economic impact.

Finally, other avenues of exploration may include perceived appropriateness
of the duration and intensity of TTEAM following reairld use, and

differences in implementation and perceived applicabgibhdrelevance of
TTEAM across organisational contexts. Potential scaling up of TTEAM could
also be explored, e.g., by developing an additional version foesgiloyed

stroke survivors, producing TTEAM in other formstsh asnobile
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application, or broadening its scope to employees with other health
conditions or injuries attempting to RTW. Together, these future actions may
help to ensure TTEAM has longevity as a VR resource, and leads to

sustainable, meaningful impact

5.2.6. Conclusion
In conclusion, TTEAM is a sglfided, digital RTW toolkit uniquely targeted at
both stroke survivors and employers, addressing a critical gap in provision of
VR guidance in the UK. Use of the IM approach aided application of theory,
evidence, and stakehBIS NJ A y LJdzi G2 Sy adz2NE ¢¢9! a
needs when planning and managing RTW {stsike. Further refinement,
evaluation following reaWorld use, and exploration of scalability are required

to ensure TTEAM meets diverse user needs,taslong-term impact.

201

ST



6. Selection of mplementation strategiedor TTEAM

6.1. Chapteroverview
Thesecond Pb aiminvolved applying a theoryand evidencebased
approach to identify and describe implementation strategies for the toolkit
AYOUSNISY A2y s v 2Empldysf diteryiewsvere cihduttditoa ® Q
SELX 2NB LRGSYGALf o6FNNASNABE FyR Tl OAf AL
(objectivea). To identify appropriate implementation strategies (objective c),
interviewfindings were mapped onto TDF domains, émel StrategEase tool
[208, 209]used to select implementation strategidseedbaclon the
feasibility of these strategiesas then gained from stakeholdershe
selection process is described in the following chapter and depictedime

1and Figure 11

Thiswork has beersubmitted for peer review iGlobal Implementation
Research and Applicatiojmurnal. Given its form as a journal article

manuscript, there may be repetition of content froGhapters 5.
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6.2. Selection ofimplementation strategies for a selfjuided, digital

return-to-work toolkit for employers and stroke survivors

6.2.1. Abstract
BackgroundStroke incidence is rising among workiage people; many
experienceRTWhbatrriers, and lack of, or limitedR Digital health
interventions have potential to improve rehabilitation provision, but
identification and description of implementation strategies is poorly reported.
This study aimed to identify and describe potential strategies for agsedied,
digital RTWtoolkit for employers and stroke survivors.
Objectives:1) Explore employers' perspectives on potential factors
influencing future implementation of the toolkit; 2) Apply the StrategEase tool
to identify and describe potential implementation strategies.
Methods: Interviews with employers (n=7) to explore factohat may
potentially influence toolkit implementatiorSurvey of employers (n=50)
included a qualitative, opeendedquestionregarding implementation.
Qualitative interview/survey datwassynthesised and mapped ontdF
domains.TheStrategEase toalias usedo identify implementation
strategies. Strategiesererefined following synthesis of feedback fraan
employer workshogn=5)and advisory group meeting=6)
Results:Factors that may influence implementation were identified at
AYRAGARdzZEE o06SdadPr SYLI 28SNBQ yR aiNR]
workplace (e.g., resources) and healthcare system levels (e.g., length of

pathway). Selected implementation strategies included: staff



meetings/briefings, changing organisational policies and guidance,
educational materials/sessions, mandating change, accreditation, and
developing a network of toolkit users.

ConclusionsThe StrategEase tool proved quick and easyse; its tailored
approach may improve implementation and impact of interventions. Further
research is needed to: a) explore influential factors and plan strategies for
toolkit implementation, involving diversgtakeholders, b) investigate use and
effectiveness of selected strategies during toolkit implementation, and c)
Ay@SaaAa3arasS GKS {dNrXraGS39orasS d22f Qa

contexts.

Keywords Implementation strategies; Implementation research; Qualitative;

Employment; Returito-work; Rehabilitation.
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6.2.2. Introduction
Worldwide, 1 in 6 people (16%) have significant disabilities, and this number is
ever increasing, due to people living longer and increasing rates ef non
communicable diseag870]® { dzOK RA &l 0Af AUGASE OFYy KA\
participation in everyday activities, including work. Unemployment rates in

some countries are as high as 80% among disabled pgdfilé

Stroke has been associated with a greater range of disabilities than any other

health condition[372]. Strokerelated disabilities can include impairments in
communication, cognition, movement and sensation, vision, hearing, bowel

and bladder control, and control of emotiof3]. From 1990 to 2019, global

stroke incidence increased by 7(44. This increase occurred predominantly

among people aged <70 yed#d, and 63% of strokes now happen among this

age groud373]. Across hospital stroke units in Australasia, the UK, and South

91 ad !'aAxlrz 2yfteée pmr 2F LINSBOA2dzat e SYLX
(n=228) had returned to work at Ifdonths poststroke[312]. Noteworthy
LINPLR2NIA2YyaE 2F GKS (G20GFt aFYLXS 3SR X
rehabilitation upon discharge from acute care (Australasia: 25%, UK 22%;
SouthEast Asia 40%); this rate was even higher among those agésl 18

years (n=35/92; 38%).

VocationalRehabilitation (VRJ)s defined as anything that enables those with
health conditions to retain or return to- and stay in work89]. Differences in
healthcare systems, reporting standards, and data availability mean it is

difficult to compare crossountry provision of posstroke VR In the UK for
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example, previous research has revealed unM@heeds among mild stroke

survivors, e.g., due to competing commissioning priorities, and service

provider inadequacies (including lack of training, tenuous esessor

partnerships, and unclear role@4]. Where available, VR not always

GFAfT2NBR (2 adNR1S adzNDAP2NBRQ ySSRazI y
service demandf87]. Stroke survivors may also experience issues with

SYLX 228 SNARQ dzy RSNE (i RWRbogs3 342309 andi N2 1 S | YR
employers may lack skills for communicating with stroke survivors, e.g., to

find out their support needf287]. Stroke survivors have reported
experiencingunrealistic job demands and unsupportive work climgd&s 33,

225)

There is growing interest in potential for digital health interventions to
improve accessibility, scalability, and affordability of rehabilitation services
[157]. For example, in a recently completed,-b&edRCTN=583), findings
suggested that earlyR as delivered bTs, is particularly effective among
older stroke survivors with greater pestroke impairmen{317]. The authors
concluded that further research is needed to investigateential benefits of

a seltguided, digitaRTWtoolkit intervention for younger stroke survivors
with little-to-no poststroke impairmen{317]. Research suggests that digital,
RTWinterventions are acceptabl@74], costeffective[375], and effective in
improvingRTWrates, e.g., among cancer survivf@g6], and other health
outcomes, e.g., confidence f&TW377]. The Toolkit for Transitioning to

Employment After stroke through Mutual support (TTEAM) was developed to
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empower employers and stroke survivors to plan and manage a sustainable
RTWpost-stroke[286]. TTEAM consists of interactive eLearning package

Xerte[378] with downloadable PDF tools to help users apply and consolidate
GKSANI f SENYyAYy3Id ¢¢9! a KIFIa LRIOISYGALFE (2

and skills in managing@ TWpost-stroke.

To ensure successful impact of TTEAM, it was important to understand factors
that may hinder or facilitate its implementatida74]. Implementation

strategies could then be selected to address the influential factors, and
enhance its future adoption, implementation, and sustainabltify4, 180] In

the field of implementation scienceémplementation strategies represent the
WKARQ LI NI 2F OKFy3IAy3d dzadzr & LINF OGA OS>
component, discrete strategy, e.g., computerised reminders; or a combination
of components, e.g., training, consultation, audit and feed{aék, 379]
Implementation strategies can target influential factors at different individual
and environmental levels, e.qg., patient/provider, organisational, community,
and policy/finance level@79]. Inconsistencies in definition and use of
implementation strategies, and insufficient descriptions of their neatld
application has led to development of resources to aid strategy selection

[380]. Examples include the Expert Recommendations for Implementing
Change (ERIC) proj¢d80], Behaviour Change Techniques Taxonomy (BCTT)
[189], and implementation planning guidanfEr6]. In 202, the freely

available, interactive, online StrategEase tool was released to guide

individuals in mapping influential factors to theory and related
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implementation strategie§208]. StrategEase is based on an integration of

relevant theories and methods (including ERIC and Be0d9]) and speedily

LINE GARSE + ftAad 2F aidNr GS3IASF08iTort 2 NBR
date, application of StrategEase in relation to digital health interventions is

not described in published literature. Selection and description of

implementation strategies for digital health interventions in rehabilitation are

often poorly reported157]. Reported application of the StrategEase tool may

aid other researchers in the implementation planning of their own digital

health interventions, thus increasing likelihood of meaningful impact.

Ideally, identification of influential factors and implementation strategies
should be conducted at the beginning of intervention developni&ib6].
Otherwise, selected strategies may not address factors influencing initial
implementation, leading to poor implementation and sustainabititaerall
[176]. This study was undertaken during a wider PhD project, incorporating
the codesign process for TTEAM. The study aimed to use the StrategEase tool
to identify and describe future implementation strategies for TTEAM.
Objectives were as follows:

1. To explore employer' perspectives on potential factors influencing

future implementation of TTEAN.

2p20SY WYWOYLX 28SNR ¢+a oNRIFIRfe RSTAYSR Fa lyez2y
responsibility, to enable recruitment of potential adopters and implementers of TTEAM (i.e.,

to ensure all those relevant to its initial implementation could proviqeuih. Examples

includeHuman Resources professiondise managers/supervisorstroke survivors, and

healthcare professionals

20€



2. Apply the StrategEase tool to identify and describe potential

implementation strategies for TTEAM.

6.2.3. Methods
Qualitative data (survey, interviews) were collected and synthesised to inform
a structured, theorybasedprocess for selecting implementation strategies
(i.e., use of the StrategEase toff)jgure 1). Interviewswith employers were
O2yRdzOGSR (2 3AFGKSNIRFGFE 2y LRGSYGALl f

implementation.

Given that employers are a hatd-reach populatiof194], multiple research
FOGAGAGASE 6SNB O2yRdAzOGSR G2 3AFAYy SYLX
implementation strategies. For example, in an online employer survey, a
multiple-choice question referring to toolkit delivery mode included an cpen
SYRSRNEZ22KBA2Yy>S 6KSNBE SYLX 28SNJ NBaLRYR
implementation and delivery. Additionally, an employer workshop was

02y RdzOGSRZ IyR I YSSiAy3a KStRTh&AlK GKS
advisory group (n=20) was set up at the outset of THEEAM development

process, and included twdumanResources (HRYxperts. Other members

included seven stroke survivors with experience of ggisbke RTW(two also

representing a stroke charity), a stroke chargpresentative (not a stroke

survivor), six healthcare professionals experiencedR(includingOTs,

OHrehabilitation professionals and a health psychologist), a trade union

representative, two academic researchers with knowledge and experience of



implementation science and complex intervention development, and a
graduate in service desigkthical approval for was obtained frotime
University of Nottingham Faculty of Medicine & Health Sciences Research

Ethics Committee (ref: FMHS 16622)

6.2.3.1. Datacollection
Employer participants (interviews, survey)
The interviews and surveys were advertised February until March (survey) and
May (interviews) 2023 via ormerly Twitter) LinkedIn, local business
networking events, and via email, websites, and newsletters of gatekeepers,
e.g., stroke charities and professional membership organisations such as the
Royal College of Occupational Therapgs&pecialist Section for Work.
Empe @ SNE>X RSTAYSR Fa Ftyez2yS ISR xmy
staff responsibility, were recruited through voluntary response and snowball
sampling. Other project objectives meant that interview papiaeits also had
to have personal or professional experiencdR@\Wpost-stroke (not required

for survey or workshop participation).

For interviews, the first author (KC) emailed participant information to those
expressing interest in taking parhformed consent was taken verbally over
Microsoft Teams prior to each interview. Interviews were trogir in

duration, and recorded and transcribed using Microsoft Teams. Transcripts
(docx) were anonymised and saved securely alongside auslial recordings

(mp4) on Microsoft Teams. Interview questions asked participants who or
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what might a) be helpful, or b) make it difficult, to introduce and use TTEAM

in their organisation.

The same recruitment methods and eligibility criteria were used for the 10
minute survey. The survey was administered via Microsoft Forms, with
participant information included on the introductory webpage. Informed
consent was indicated through submissiinsurvey responses. The survey
contained a multiplechoice item, askingt 2 2 dzf R &@2dz t A1 S | yeé
to help increase your knowledge and/or skill for supporting stroke survivor
SYL) 2&8S5Sa oI Mulipleichbiterresgoassdpofs included

written or visuataudio information advising on supportive actions to take,
written resources to guide them through supportive actions, feméace or

online training on all aspects of support, and ad hoc support from a

KSFf idKOFNB LINE T dptioa Was ivictufled, wheseby doplek S NE
could give more specific thoughts regarding toolkit delivery mode and
implementation. Survey answers were anonymous, and downloaded from

Microsoft Forms in an Excel spreadsheet (.xIs).

Employer participant workshop

The 2hour workshop was advertised untdnd conducted in October 2023.

Recruitment methods, eligibility criteria, informed consent procedure, and
use of Microsoft Teams (recording, transcribing, and storing data) for the

workshop were the same as thoser the interviews.
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6.2.3.2. Coding and synthesis of data
Initial coding of interview data
First author KC coded data from the interview transcripts (n=7), using NVivo
[242]. The coding guide consisted of domains from the TDF, an integrated
theoretical framework designed to support assessment of determinants of
behaviours (including those hindering or facilitating behaviours related to
implementation)[195]. The revised version of the TDF contains 14 domains
and 84 component constructs judged most relevant to common
implementation problem$195], including: knowledge, skills,
social/professional role and identity, beliefs about capabilities, optimism,
beliefs about consequences, reinforcement, intentions, goals, memory,
attention and decision processes, environmental context and resources, social
influences, emotion, and behavioural regulati@onsideration of systems is
also important for understanding how interventions may interact wihd
change the contexts in which they are implemen{&@2]. The overarching
system levels from the iBability PreventionManagemen{DPM)Model [196,
210], adapted to include employers alongside stroke survivors at the personal
(individual) system level, were included as overarching system levels within
0KS O2RAY3 JdzARS® ¢KAa Y2 RBMWocktud| y26f SR
within and across personal, workplace, healthcare, legislative and insurance
systems, and general systems of culture/politics and societal cofitest

210]
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Use of the StrategEase tool to select implementation strategies

The StrategEase tof208] was usedo compile a list of implementation
strategies In line with StrategEase tool guidance, the survey/interview data
on implementation barriers and facilitators were synthesised and mapped
onto domains of the TDF. Matrix tables were constructed in Microsoft Word
(.docx), with TDF domaimsesented down the lefhand column, and system
levels from theDPM modehcross the top row. Anonymous, qualitative
extracts from the interviews/survey data were then copied and pasted into
the relevant cells. One atrix table contained data on barriers to

implementation, and the other contained facilitator dafappendix C.)1L

For each TDF domain, the StrategEase tool presents relevant intervention
functions. Users select functions that best address the mapped influential
factors. Per intervention function, the tool also lists potentially suitable
implementation strategiesrirst author K@Qsed the tool to select
implementation strategies per TDF domain, and added them to the matrix

tables(Appendix C.)L

To clearly present dathased rationales for how and why particular
implementation strategies might based, a third table with implementation
strategies and their definitions was construct@ebpendix C.)L Factors
potentially influential to future implementation were mapped to each
strategy, using matrix tables from the previous step. During this task, it was
clear that some facilitators fitted with barrieend their linked

implementation strategies, but had been mapped onto different intervention
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functions and strategies (because they fit with a different TDF domain in the
first stage of analysis). For example, one facilitator identified was the use of
Yammer (a social networking platform for organisations) to form a support
network for managers, tere learning, experiences and support could be
anonymously shared and provided. Initially, this was mapped onto the
knowledge TDF domain (e.g., gaining knowledge through others), and linked
to the community of practiceducational strategy. However, aftekamining

the table it became clear that it also fit the enabling strategpwfding a
network Thus, while the facilitator data was not initially mapped to this other
strategy, it was relevant. It showed an existing factasameorganisational
environments, i.e., Yammer (available through subscription to the Microsoft
365 platform) that could act as a means of implementing that strategy.
Facilitator data were thus included in other parts of the table, where deemed
relevant. Theihal step of the StratgEase tool guidance recommends that

users consider all barriers and facilitators being addressed by a stij2@8jy

To enhance use of evidence to inform implementation strategy selection, KC
searched for research reporting on effectiveness of implementation strategies
for digital health interventions. A realist systematic review was identified that
examined relationship betweenimplementation strategies, outcomes, and
success among digital health interventions for people with chronic illness
[381]. Strategies linked to implementation success by this review were

indicatedwith afootnote in the third table(Appendix C.)L

214



Initial refinement of the list of implementation strategies

The list of implementation strategies were refined by first author KC, in line

with a) those found to be effective in the realist revig®81], b) what was

considered feasible in the initial stage of implementatiand c) whether the

strategies, e.g., probleraolving, would be inherently covered in TTEAM

content. Strategies were further refined by separating those involving aspects

2F (KS SY@ANRYYSYy(s Soaods WSRdAzOF GA2Yy L f
WOKI MIDA2 Y NI S3IASa Ay@d2t OAy3d SYDANRYYS
multi-faceted (involving more than one strategy) because they may need

individuals or groups to carry them out. Givdretlarge number of strategies

identified and to enable adequate group discussion in the time available, this

was considered a practical way of refining the strategies. For example, by
discussing educational materials, discussion would likely cover whawoul

distribute them, etc, thus revealing how this mdfiticeted strategy might

work in organisational contexts.

All tables were presented to the @wuthors (JH, JK, KR) and an

implementation science expert from the advisory group for feedbdble. list

was then presented to the advisory group as a whated workshop

participants for further feedback and synthesis. This was considered a form of
synthesis because multiple stakeholder perspectives on each strategy were
included in discussions, and feedbaeid comments used to inform the

refined list of implementation strategig882].
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Role of the expert advisory group

¢KS YSGK2R2t23A0Ft | LIINRIF OK dzy RSNLIIA Y YA
recommends involving a planning group, e.g., potential adopters,

implementers, and userfd 74]. Part of their role is to consider adoption,
implementation, and sustainability of an intervention, including

implementation strategies. In September 2023, the advisory group met via

Microsoft Teams. A Microsoft PowerPoint slide was presented, showisg a |

of proposed implementation strategies, e.g., staff briefings, educational

materials and/or interactive sessions, changing policy,@toup members

were asked for opinions on the strategies, e.g., why they may or may not be

viable in realworld contexts.

Employer workshop: topics of discussion

Employer participants were presented with a slide showing the same
implementation strategies as presented to the advisory group previously.
Participants were asked: a) which of the strategies would work in their
organisations, b) who would need to carryeth out, and c) how to discuss

use of these implementation strategies with organisations.

Further refinement of the list of implementation strategies

An implementation strategy was removed from the list if there was
FANBSYSyd | ONRP&aa | ROA&2NE INRdAzZL) YSYO SN
(stakeholder) perspectives that it would not be feasible and viable inlifeal

contexts. Anonymiseteedback fromworkshop participarg, who had

provided consent for direct quotation, wagnthesised by copying and pasting
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relevant extracts int@ matrix table in Microsoft Worddocx) @ppendix C.2

Feedback from advisory group members, who participated in an informal

consultative capacity, was summarised agerbatim.Within this matrix table,

the individual implementation strategies were listed in the Jefind column,

YR SY@ANRYYSyGlt tS@Sta FTNRBRY |y WIHaas
assessments involve identifying assets, capabilities, and abilities in groups

who may use or benefit from the intervention, and are included in the wider
LINE2SO00GQa AYGSNBSYGAz2Y RSafidnpladnigy ¢ | LIL
[181]. The environmental levels included social, information, policy/practice,

and physical environments (full definitions provideddippendix C.2 Key

points from stakeholders, e.g., things to consider when carrying out the

strategies, were summarised within the matrix tabfeopendix @), and are

included alongside the refined list of strategias-igure 12
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Survey of employers
with open-ended item
regarding
implementation (nh=50,
Feb-Mar 2023)

Purpose: Understand
preferences for
intervention delivery
mode and initial ideas
regarding
implementation.

Interviews with
employers (n=7,
Feb-May 2023)

Aim: Explore potential
future barriers and
facilitators to
implementation.

Use of StrategEase tool
[208,209] to select
implementation strategies
(July 2023)

= Barriers/facilitators to
implementation synthesised and
mapped onto Theoretical
Domains Framework [195] and
Disability Prevention
Management model [196]
(Appendix C.1).

+ StrategEase tool used to select
intervention functions (to address
mapped barriers/facilitators).

= StrategEase tool used to select
relevant implementation
strategies (based on intervention
functions selected).

« Final step: all facilitators to
implementation mapped onto
selected implementation
strategies (Appendix C.1).

—»

Figurell. TTEAM implementation strategy selection process.

List of
implementation
strategies e
(Aug 2023)
Initially refined
according to
feedback from
co-authors and
implementation
science expert
(advisory group).

Advisory group meeting
(n=6, Sept 2023)
Review of list of
implementation strategies.

t

(n=5, Oct 2023)
Review of list of
implementation strategies.

J

Y

| strategies (Figure 12) |

Multiple stakeholder
views synthesised
(Appendix C.2) to

produce refined list of
implementation
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6.2.4. Results
Demographic characteristics for the survey sample (n=50pr@asented in
Table 19thosefor the interviews (n=7) and workshop (n=5) are presented in
Table 20Duetol KS O NRBFR RSTAYAGAZ2Y 2F WSYLX 28
My @SIENBE Ay Fy 200dzLJ GA2Yy I NRBES Ay@2
participants were also stroke survivors and/or healthcare professionals with
clinical supervisory responsibilitig3otential implementation influential
factors aredescribedon the following pagesunder system level headings
adapted from the DPM mod¢196, 210] All data presented were obtained
through interviews unless stated otherwise, i.e., from the survey. Tables
containing all mapped datand feedbackand potential implementation
strategies (identified through use of the Strakage tool) are included within

Appendix C.1



Tablel9. Demographic characteristics of the survey sample (n=50).

Frequency Demographialetails (continued) Frequency

Demographic details (Percentage total) (Percentage total)
Age group (prefer not to say=1 [2%)]) Gender
26-35 years 10 (20%) Female 30 (60%)
36-45 years 19 (38%) Male 18 (36%)
46-54 years 14 (28%) Prefer not to say 2 (4%)
55 years or more 6 (12%) Number of years of profession®&TWexperience
Prefer not to say 1 (2%) <5 years 3 (6%)
Race/ethnicity 6-10 years 10 (20%)
White 46 (92%) 11-20 years 4 (8%)
Mixed or multiple ethnic groups 1 (2%) 21-30 years 2 (4%)
Asian or British Asian 1 (2%) 31+ years 1 (2%)
Prefer not to say 2 (4%)
Personal experience of positroke RTW Professional experience of postroke RTW
No 44 (88%) No 30 (60%)
Yes 5 (10%) Yes 20 (40%)
Prefer not to say 1 (2%)
Number of years of profession@®TWexperience Occupational roles
<5 years 3 (6%) Manager/supervisor 22 (46%)
6-10 years 10 (20%) Business owner and director 6 (12%)
11-20 years 4 (8%) Head of health service/department 4 (8%)
21-30 years 2 (4%) Healthcare professional 10 (20%)
31+ years 1 (2%) Other, e.g., massage therapist, volunteer befriender, tead 4 (8%)

Prefer not to say 4 (8%)
Organisation industry
Human health and social work activities 22 (44%) Publicadministration/defence; compulsory social security | 2 (4%)
Manufacturing 10 (20%) Education 2 (4%)
Arts, entertainment and recreation 3 (6%) Agriculture, Forestry and Fishing 1 (2%)
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No response to question (missing data) 3 (6%) | Construction | 1 (2%)
Electricity/gas/steam/air conditioning supply 2 (4%) | Administrative and support service activities | 1 (2%)
Professional, scientific and technical activiti 2 (4%) | Other service activities | 1 (2%)

Table20. Demographic characteristics eiployer participants from the interviews (n=7) and workshop (n=5).

Demographic characteristics Interviews with employers Workshop with employers
Personal experience dRTWpost- Yes: 3 Yes: 3
stroke (yes/no): frequency No: 4 No: 2
Professional experience supporting Yes: 4 Yes: 1
someone toRTWpost-stroke (yes/no): | No: 3 No: 4
frequency
Occupational role (perspective 1 HR manager (stroke survivor) 1 Line manager (employer)
viewpoint?) 9 Clinical supervisor (stroke survivor/dental nurg §  Clinical supervisor (OT)
1 Business ownefstroke survivor) 1 Clinical educator/supervisor (stroke survivor)
9 Clinical supervisor (OT) 1 Charity administrator (stroke survivor)
1 Clinical supervisor (OT) 1 Information technology manager (stroke survivc
1 Administration manager (employer)
1 HR officer (employer)
Organisation size: frequency Smallormediumda AT SR 60 )Xnpn SYL]Smalormediumda AT SR o0Xupn SYLIX
Large (>250 employees): 5 Large (>250 employees): 4
Occupational industryfrequency Administrative and support service activities: 3 Manufacturing: 2
Human health and social work activities: 4 Human health and social work activities: 1
Education: 1
Administrative and support service activities: 1

A 2YS LINIAOALIyidGa YSSGAy3a GKS RSTAyOTsiahdRgdve & gerspe@ivé friim2hdse M@vpain.NNBte: Thie detal Buisél2 1 S & dzNIJ A
participant gave their perspective from a stroke survivor viewpoint.
HR=human resources
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6.2.4.1. Interview and survey findingspotential
implementation factors

Individual level (stroke survivor/employer)
az2zal LRAOSYGAFf oFNNASNR (2 AYLX SYSydl i
SYLX 28SNXD | 6 NBySaa 2F ¢¢9!ax 2N KSAN
use. For example, one HR manager/stroke survivor stated that employers
would not use TTEAM if they didtrknow it existed (TDF domain:
knowledge). They suggested promotion througHhlproviders
GXtlFrO1l 2F 1y26tSR3IS IyR 101 2F dzy RSNAa
GKAY3 GKIG SEAaGaXed LT a2vYSo2Ré Kl a Kt
32yyl 6S J2Ay3 F2NI Iy 200dzLd GA2yl € KSI

survivor)

Two employers who were also stroke survivors (HR manager, business owner)
and an HR officer suggested increasing TTEAM awareness among stroke
survivors and employers (TDF domain: knowledge) thraigposting via
insurers,OHcompanies, charities, search engines, heatieprofessionals,
employers, XpertHR, and the Chartered Institute of Personnel and

Development.

Another barrier suggested byddinical supervisd©OTwas that employers may
FSENI GKS AYLI OGO 2F | &aGNR1S adz2NDAG2NRa
or fear that theRTWmight not be successful (TDF domain: emotions). An

administration manager suggestdisat managersn the NHSnight not
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empathise with or prioritise staff, their own job, or th&lHSn general (TDF

domain: social/professional role and identity):

GXOGKSNBUYUA y2 YAYAYdzY &l whRH, Nink ReeNJ Y I v I
really should be. And it's very variable as to how much people care about their

aGFrFFT 2N GKSANI 226 2NJ GKS bl { Ay 3SyS

An HR officer felt that while some HR staff would welcome access to TTEAM,

others would not.She suggested staff may wish to dismiss the stroke survivor

rather than support them (TDF barrier: beliefs about consequences). It was
suggested perception of a lengthy sickness absence may cause this attitude:
GXAFT az2yvySoz2Reéeda fA1SE WhK 3I2RI GKSEUNB
Gells 2F GKAYy3Iod LF (KFGQa GKSANI FGaGAGdzR

(HR officer)

A clinical supervisor (stroke survivor/dental nurse) thought other stroke

survivors might be put off from using TTEAM, because they might see it as a

type of competency assessment (TDF domain: beliefs about consequences):

A would be wary in case they use it as a competence thing-aftenow that

they wouldn't really use it for competence or capability. But | know definitely

GAOUK GKS adNR1SzZ a2YSUGAYSA LIS2LX S KI @S
0 K I (€liEal supervisor/stroke survivor/dental nurse)

The clinical supervisor (stroke survivor/dental nurse) suggested emphasising

that TTEAM is designed to help (not hinder), and stating potential benefits

from its use:



7 A

G{dFraGAay3a (K 0 causSeBpedially fo sbmeidrfe fke Maj2AmR S
ke L R2y QG NBFffe tA1S Ffft GKSasS LI LIS

GBS NE ¢ A a K@linicallsupéhasor/stroke survivor/dental nurse)

A clinical supervisor (O@lso suggested stating potential benefits of its use to
employers:

GXATFT (KS@ R2y Ul &adzlJLl2NI GKSANI SyL)X 2@eSS
then they're gonna have to recruit a whole new person potentially aren't they,

or end up with, you know, legal challenges around that so | think promoting

0KF G KChnicdl Sipedisor/OT)

Two clinical supervisors (one OT, one stroke survivor/dental nieie)

would be helpful if employers using TTEAM Rald\experience, or access to

a mentor with experienc€TDF domain: skills):

GXATFT a2YS02Reé KlFrayuild &adzZll2NISR az2vysz2ysS

maybe having like ament& Y Sy (i gChiicdl supdmisor/OT)

Healthcare system level

Abusiness owner (also a stroke surviviaised the issue that NHS support

pathways for stroke survivors stop at six months gstsbke, yet difficulties

often arise beyond this timepoint (TDF domain: environmental context and
resources):

GXolaAaoOlftte GKS &ASNIIAOSa sianiogthsladerR | G a A
my stroke before | even realised that | was gonna be struggling and have

LINE 6 f &Bvisinéss owner/stroke survivor)

224



Nevertheless, thibusiness owner/stroke survivdelt healthcare

professionals could signpost selinployed stroke survivors to TTEAM (TDF

domain: knowledge):

GXe2dz {y2¢ GKS Ot AYyAOAlya IINB | fAGGES
selfemployed, they've got a subtle brain injury. They're not gonna know for

some time the impact that this is gonna have on them, or they may not realise

AlGde 6. dzstokeSundvor)2 6y S NJ

Similarly, a survey respondent (regional healthcare service manager) thought

it would be helpful if TTEAM could be promoted through NHS departments,

but available online also:

Gt NPOA&GAZY 2F AYF2NXYIGA2Y @At o0fS G2
department and stroke rehab department as well as access online (could be
fAY1ISR 2y 2NBFYA&l (A2 @@y résfandent:i S T2 N &

regional healthcare service manager)

Workplace system level

One clinical supervisor (OT) thought it was important to promote TTEAM

G TNRY iofe&outagelalsupportive culture (TDF domain: beliefs about
consequences A sitdown, training session among stakeholders was
suggested to discuss TTEAM, rather than signposting through email:

& X I -dawh gession with people going through it putting, you know, a team
meeting aside or whatever to spend time just to discuss it rather than it just

being another e | A (Clihi€éal supervisor/OT)
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Offering money to organisations for using TTEAM was considered an incentive

(TDF domain: intentions) bycinical supervisor (OT)he same individual

suggested TTEAM be mandatory training for those with supervisory

responsibilities (TDF domain: social influences). An administration manager
suggested use of TTEAM be dictated, ¢tgqugh inclusion within the

organisational sickness absence policy (TDF domain: social influences):

GXATFT GKS 2NAFYyAalFlGA2YyY RAOGIFOGSR GKFG GK
a2YS2yS KFE@Ay3a | aGNR]1S>E LIS2LX S ¢2dzA R

Ay GKAa aA01ySaa LRtAOB®E 6! RYAYAAGNT G

A clinical supervisor (who was also a stroke survivor and dental nurse)

suggested that additionaRTWsupport for stroke survivors could adversely

affect the wider team and patients (TDF domain: environmental context and
resources):

GX0SOlIdzaS (GKS LISNaR2yda O2YAy3a o6l 01 Al
GKS@QNBE fA1S 2y NBRAzOSR GKAy3IaxXyYleé&oS A

@2d2U @S y20 (@lhidal stipdabidor/stiokd s@rdivisrédental nurse)

It is possible managers within organisations could collaborate and preblem

solve to overcome these issues. For example, one survey respondent (line

manager) suggested use of the social networking platform, Yammer (TDF

domain: knowledge):

G{dzLILI2 NI ySide2N)] . FYYSNI DNRdzLJ 6 KSNB € S

sharedanonymoushy SG ¢SSy YI yIF ASNAR ®¢ 0{ dzNIBSe& NEK:
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6.2.4.2. Feedbaclon proposed list of implementation
strategies

Based on feedback from the -@uthors and a on¢o-one meeting with an
implementation science expert (advisory groug@ta sharingandaudit and
feedbackwere removed from the list of proposed strategies. While these
were deemed usefuthe implementation science expert felt it better to
incorporatethem onceimplementation had moved onto maintenance. The
reasons being thagven simplified forms of audit, such as tracking training
completion or usage frequency, require systéamel access and careful
ethical consideration. If used inappropriatethese strategiegould have
unintended consequences. For exampfeemployees are aware their sickness
absence data is being monitored in relation to use of TTEAM, this could

increase presenteeism.

The list of proposed implementation strategies presented to the advisory
group and employer workshop participants and their feedback is fully
presented inAppendix C.2A summary is providedereafter, andm Figure 12
The advisory group and employer workshop participants considered the
following implementation strategies feasibktaff meetings and briefings,
changing policyeducational materials and interactive sessions, mandating
change, accreditation, and setting upuaernetworkincorporating peer

mentoring

Employer workshop participants and advisory group members thought TTEAM

could be promoted through staff meetings/briefings, though one advisory
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group member YRexpert) wondered how regular thesaight beto maintain
visibilityandawareness of TTEAM. A workshop participant (line manager) also
suggested @ommunication strategy would be needed to reach all employees,
particularly in large organisations where not everyone accesses staff
communications in the same wag.g., on production lines within factories.

The advisory group also thought TTEAM could be integrated wihih

LINEY2GSR GKNRAAK |y 2NBIFYA&l (§hethQa SEA
conditions/injuries, but also available as a standalone resource, e.g., to

smaller organisations.

Members of the advisory group (trade union representatv®and HR

experts) stated thathanging policy within organisations, or within guidance

from professional membershipr governmental organisations, to mandate or

strongly recommend use of TTEANuId help in persuading managers from

both large and small organisations to useTib. facilitate application of this

strategy, advisory group members believed it would be beneficial to market

TTEAM for people with loagrm conditions, with stroke as an explar

condition within TTEAMBoth HR experts in the advisory group agreed that

¢¢9! aQa O2y Syt O2dZ R 06S 6ARSt& I LILX AO

health and wellbeing issue

Twoemployer workshop participants (clinical supervisor/stroke survivor, line
manager)and an OT (advisory group) also agreed widgmdating use of
¢¢9'!la A& LINL 2F | YIFyl3aSNREe S[ SI NYyAy3

manager suggested this could be arranged nationally via the Government for
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Fff 2NHIFIYA&alIGA2Y &Y | YyRk2N) GKNRJZAK |y 2
available). For the latter option, one HR expert (advisory group) felt this would

only be feasible in a limited number of exceptional organisations, i.e., those

with a focus on mployee health and wellbein@oth HR experts in the

advisory group felt TTEAM use could be mandated if it was integrated within

Fy 2NBFyAaldA2yQa YIyl3aISYSyd RS@St 2LI¥S
TTEAM should be emphasised, i.e., it upskills managertgporting people

with disabilities.

Educational materials and interactive sessions were also favoured by the
workshop participants and advisory group. For examphprkshop

participant (line manageuggested an organisation could sponsor TTEAM
implementation, in return for stroke charity representatives visiting the
organisation to give a presentation to raise awareness of stroke and TTEAM.
9EI YLX S& 2F LS2LX SQa tAOSR SELISNASyOSa
suggested, and it was believed employees would take greater notice if this
came from individuals external to the organisatidn HR consultant

(advisory group) also felt there was value in the use of videos olife®TW
experiences, and suggested emphasising potential financial savings through
TTEAM use.e.,to encouragets adoption and implementationrOne OT
(advisory groupalsosuggested presenting organisations with data on
potential savings, as well as potential costs if TTEAM was not Maadus
knowledge brokers, includingPs, OHproviders, and insurance compasi

were recommended for raising awareness and signposting potential users to



TTEAM. A workshagparticipant (clinical supervisor/O&)so suggested
promoting TTEAM via the NHS web directory and paperwork for the Sentinel

Stroke National Audit Programme.

Accreditation, i.e., use of TTEAM to achieve an accreditation benchmark, was
favoured by workshop participants (a line manager and clinical
supervisor/OT). The manager felt organisations may wish to promote this
achievement to boost their reputatiotdR experts (advisory group) thought

this strategy could work if TTEAM was part of an accredited management
development courseHowever, one/Rexpert (advisory group) warned that
TTEAM use could become a tick box exercise with this strategy, i.e., with

organisaions saying they were implementing litut not really using it.

Finally, workshop participan{éine manager, clinical supervisor/stroke
survivor/OT)and an advisory group membevRexpert)thought stroke

survivors could act as champions within a netwaodksupport

implementation of TTEAM, e.g., by providing their #idal experiences. The
sameVRexpert also suggested that managers within and across organisations
in this network could act as buddies mentorsto supportone another with

implementatian.
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Barriers and facilitators to
implementation, as mapped to
Theoretical Domains
Framework domains[195]

Employers

Emotions

Social/ professional role and
identity

Bdiefs about consequences
Knowledge

Social influences

Sroke survivors:
Bdiefs about consequences

Workplace system:
Knowledge

Bdiefs about consequences
Social influences
Environmental context and
resources

Healthcare system:
Knowledge

Environmental context and
resopurces

Sekcted implementation strategies

-Saff meetings and briefings
-Change organisational policiesand
guidance

-Eucationa materialsand
interactive sessions, e.g., with
signposting or distribution via
knowledgebrokers

-Mandate change (leaders declare
priority of usng TTEAM, and/or use
of TTEAM mandated astraining,
e.g., for managers)

-Accreditation, e.g., to achieve
accaeditation benchmark, or aspart
of anacaedited management
devebpment package

-Network of stroke survivors and
employers, etc, with some members
acting aschampions

Figure 12. TTEAM implementation logic model.
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Key pointsfrom stakeholders

-Communication strategesto reac

employeeswithout email acess,

e.g., hotice boardson production

lines

-Promote intervention through

variousavenues

-TTEAM to be contained within pre-

existing packages of manageial

training. Also avalable as

standalone resource.

-Slling point of TTEAM:
-Upill managersin supporting
people with disabilities

-Useful data to encourage

adoption/implementation:
-Hnandal savings/ costs from
retaining or not retaining staff
-Sharing of reallife return-to-
work experiences

—

Implementation
outcomes

-Adoption
-Appropriatenes
-Feasbility
-Implementation cost
-Readh/penetration



6.2.5. Discussion
This study aimed to identify and describe future implementation strategies for
a seltguided, digitaRTWtoolkit for employers and stroke survivors, using the
StrategEase toolnterviews with employers revealed potential factors for
AYyTEdzSYOAy3 AYLE SYSyidlFGAaAz2zy G AYRADARCM:
Adz2NIDAD2NBQ 0StASTa Fo2dzi O2yaSljdzsSyoSao
levels (e.g., knowledge/awareness of toolkit). Follmguse of the StrategEase
tool and feedback from stakeholders, the refined tifimplementation
strategies includedstaff meetings/briefingschange organisational policies
and guidanceeducational materials/sessiore.g., materials distributed by
knowledge brokers, such as healthcare professionaigyjdating change
(e.g., leaders declaring commitment to TTEAM usegreditation(e.g.,
TTEAM completion as work towards achieving a benchmark accreditation, or
accredited management development package); antetwork of TTEAM

users(with some members acting as champiargl/or peer mentor$.

6.2.5.1. Comparison of the StrategEase tool with other
strategy selection approaches
To our knowledge, this is the first time the StrategEase tool has been used to
identify implementation strategies for a digital health intervention. Through
consultation with relevant stakeholders, tailored and thedased
implementation strategies wereefected, optimising future adoption and
AYLX SYSYy(FGAz2zy 2F ¢¢9!l ad {2YS 2F (GUKAA

strategies were also used for implementing eMental health interventions in a
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scoping review in the workplace (31 studies), including: educational meetings
(e.g., introductory seminars by middle or senior management); involvement of
senior management, (e.g., institutional review board in hospitals approving
new procedures) (synonyndagd ¢ A (1 K  dhEngeiorganisatmbhal Padicies
and guidancestrategy); champions (e.g., ite, to facilitate employee and
organisational buyn); and development and distribution of educational
materials[383]. Additionally, a narrative review (27 studies) reported
implementation barriers for digital mental health interventions in healthcare
settings and used the ERIC compilation to select implementation strategies
[384]. As above, educational materials and champions were selected as
strategies. Setting up a learning collaboration to share resources and learning
was also selected, and is synonymous withrieévork of userstrategy

identified in this study. Effectiveness of these strategies was not reported,
however a realist systematic review of digital health interventions for people
with chronic iliness (12 studief381], linked management support and
engagementandinternal and external facilitation with successful
implementationd a @y 2yevY2dza ¢gA0K GKAA addzReQa

external champions in theetwork of userstrategy)

One strategy identified in this study, and not reported in previous research,
wasaccreditation It is possible that stakeholders in other studies had httle

no knowledge or experience of accreditation, or had had negative
accreditation experiences. Depending on the type and source of accreditation,

it can be a costly and timeonsuming process, dmpotentially harmful for



employees if not planned well in advan@85]. However accreditation can

also facilitate change in organisations, with benefits including introduction of
guality improvement programs and increased leadership, and increased social
capital, i.e., by facilitating development of relationships within the
organisation, and with other organisatiof@86]. In the context of workforce
training, accreditation as an implementation strategy may work best in certain
organisationsC2 NJ SEI YLX S (KS WLy@Sad2NBR Ay t
accreditation scheme in the UK has been linked to enhanced training practice
within private sector organisations, but not within public sector organisations
[387]. The authors suggested that public sector organisations are more likely
to have workforce training in place already, which is potentially-arioguct

of being unionised (more common among public sector organisations). The
authors also reported that gaimg Yhvestorsin PS 2 L3tai€was linked to
positive perceptions of organisational performance among private and public
sector managersrhus, gaining an accredited status, even when it does not
significantly alter training practice, can be valuable taragers and may be

an important incentive for their implementation of TTEAM. Furthermore, if
TTEAM was to receive accreditation via the StrSkecific Education
Frameworl{388], it would gain endorsement by the UK Government and

other authorities as a highuality training course for those working in, and
affected by stroke. Subsequently, it may also enhance healthcare

LINE FSaaAz2yl t aQ -spedifR\RiatdRagilBate signpastindadd S
uptake of TTEAM among stroke survivors (and consequently, employers) in

their care.Further research is needed to explore the feasibility and viability of
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accreditation as an implementation strategy. Such research should include a
diverse range of stakeholders from organisations, e.g., differing according to
size and industry, and include consideration of who might be involved (e.g.,
organisations involvedideveloping and endorsing accreditation), and how

accredited status might be achieved.

Altogether, the comparisons above show that use of the StrategEase tool
resulted in a selection of implementation strategies similar to those selected
for other digital health interventions in healthcare and workplace settings,
including those selected ugj the ERIC compilatig@84]. Many

implementation strategies exist, for example, there are 73 listed in the ERIC
compilation[380]. In this study, use of the StrategEase tool enabled
construction of a list of strategies tailored to the unique implementation
context of TTEAM. Other approaches to strategy selection, such as the ERIC
compilation and BCTT, do not provide tailored lidtstoategies. In contrast,

the implementation planning approadh76] does provide tailored lists of
strategies and offers guidance on adapting strategies to different contexts,
but requires a manual approach which is more tim&ensive. Research
showsthat the CFIFERIC implementation strategy matching t{&89]

enables tailored selection of effective implementation strateg[89(]), but

may be more complex to navigate. In comparison, the StrategEase tool was
quick and easy to use, and perhaps most suitable for those with time

constraints and/or littleto-no experience of implementation science.
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6.2.5.2. Strengths and limitations of this study
Steps taken during this study were documented in detail, to show how data
on implementation influential factors led to the selected implementation
strategies for TTEAM. This daidented approach increases trustworthiness
in the refined selection of stragies[391]. Trustworthiness was enhanced
further through decisions informed by relevant theory, e.g., through use of
the StrategEase tool, findings from a realist systematic re{#8ij], and input

from relevant stakeholders at each stage.

Multiple research activities were conducted to maximise input from
employersa groupknown to be hardo reach[194]. Most data came from
the interview and workshop samples, including two line manggand one
HR officer Additional participantsvere alsastroke survivors o©OTs, and held
roles astlinical supervisorgn HR manager small business manager, an
Information Technologyanager, and a charity administrator. Noheld
senior management role$n both samples, more than half worked in large
organisations (>250 employeg8)able 20. Fouroccupational industries (i.e.,
manufacturing, human health and social work, education,
administrative/support services) were representédkey limitation is the
uncertain transferability of the selectedTEAM implementation strategi¢s
other small organisationsand occupational industrieg\dditionally, although
it is recommended that implementation influential factors are identified at
the beginning of the intervention development process, this can be difficult

because there is often little information available about the intervention
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itself, and its implementation setting and procd436]. In this study,
interviewees were informed that the intervention would be an interactive,
RTWtoolkit for employers and stroke survivors, but nothingyond thiswas
known. Consequently, it is possible some potential influential factors were

missed.

6.2.5.3. Implications for future research
Since this study was carried out, the initial TTEAM prototypes have been
developed. Further research is warranted to explore potential influential
factors and strategies for TTEAM implementation, with a more diverse sample
of stakeholders, e.gsenior managersandemployers from smaller
organisations (e.g., including business owneaasyl other industries. As part
of thiswork, organisational preferences, feasibility, and viability of
accreditation as an implementation strategy should be exploRekearh is
also needed to explore influential factodsiring TTEAM implementation, and
to investigate actual use and effectiveness of strategies selected using the
StrategEase tool. Finally, in this study the StrategEase tool proved to be quick
and easyto-use, and comparable to other strategy selection approachss.
tailored approach may improve implementation and meaningful impact of
interventions, including those in digital health. Further research is needed to
investigate its applicability and effectiveness in relation to other

interventions, and other implem@ation contexts and settings.
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6.2.6. Conclusion
This study applied the StrategEase tool to identify tailored implementation
strategies for a selfjuided, digitaRTWtoolkit for employers and stroke
survivors. Key strategies identified included policy changes, educational
initiatives, and a user network. The StrategEase tool proved quick andaasy
use, and its tailored approach may enhance implementation and ingfact
interventions. Further research is needed to: a) explore factors influencing
TTEAM implementation, involving more diverse employer arake survivor
stakeholders, b) investigate use and effectiveness ofsglected strategies
RAZNAY3I ¢¢9!'a AYLI SYSyidlFrdadAazys> yR 00

applicability and effectivenesn relation toother interventions anccontexts.
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7. Final discussion

7.1.Chapter overview
In previous chapters, | providate context, background, and rationale for
this PhD(Chapter ) and outlined its aims and objectivesHapter 2. In
Chapter 2, | alsjustified the selection ofjuidingframeworks theories,
models, supportingools, and mixed methods fof TEAMR developmentand

selection of implementation strategies

TheoverarchingPhDaim wasto co-design and develop a sajtiided toolkit to

support employers and stroke survivors in planning and managing
sustainableRTWaftera G N2 {1 S® | yYRSNI &@8Ay3a AYa AyOfd
needs for providindRTW support, identifying potential change mechanisms

and implementation strategiesind cedesigning an accessible,

implementable toolkit prototype.

Chapters3 and4 detailed the needs assessmen¥i(step 1),Chapter 5

02 @S NB R cadestigh an@evelopment (IM steps-&), andChapter 6
describedthe selection of implementation strategie$able2 andFigure 1in
Chapter 2illustrate the links between the individual PhD studies/chapters,
PhD aims and objectives, and IM stephlisdiscussiorchapter synthesises

key findings acrosthe PhDaims in relation to existing research and theory. It
critically reflects on the use of IM81] andthe StrategEas&ool [208, 209]
anddiscussslimitations and strengthsof the PhD researchmiplications for
policy, practie, and future researchre also discussed. The chaptencludes
with a summary okeyfindings and their irplications
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7.2.Synthesis of key findings
During the needs assessmesgveral factors were identified doth barriers
andF I OAf AGFG2NRBR (G2 SYLX 2@ SNH®beginith, & dzLILJ?
employees with stroker TBlavoided disclosure of limitations to employers
(Chapters3 and4), e.g. fearing it would increase redundancy rig3]. Where
disclosure did occur, employer interviewe@ko were also stroke survivars
reported that their fatigue, low mood, and anxiety were not taken seriously or
understood by managers or agorkers, leaving them feeling invalidated.
Stroke survivors with aphasia have highlighted the neeidicrease employer
understanding througleducation on stroke and potential impadt&l].
Compassion and understanding from others at work is crucial as negative
disclosure experiences or expectations, i.e., where disclosure is, or is expected
to be, met with stereotyping, prejudice, and discrimination, can deter

disclosure of illness and suppmeeds[69, 392]

Additionally, employers avoided communication about stro&ated
fAYAGIOGA2Ya YR YIRS FaadzyLliazya I o2 dzi
RTW support needs. Elsewhere, employers of stroke survivors have stressed

the importance of ongoing communicatidor solving workrelated challenges

and retaining stroke survivof893]. Inthe employerinterviews, some

managers lacked training in difficult conversations with staff. Review and

interview findings also demonstrated that employers lacked confidence in
O2YYdzyAOFGAY3 gAGK a0NR|1S aAdz2NDAG2NEBERZ |

Similarly, emplgers of cancer survivors have reported concerns about
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upsetting an employee or making victim connotatig@94]. These findings
highlighted the need for employer guidance on effective communication, and
2y dzy RSNEGI YRAY3I FYR FRRNBaaAy3d aidNr|sS

ongoing basis.

DuringIM step 1descripton2 ¥ G KS Ay GSNBSyGAz2yQa G NH
recommended181]. The needs assessmeiridings suggested that

employers in small and mediusized enterprises (SMEs), and those without
post-stroke RTW experience, or Human Resou(ed$ Occupational Health

(OH support, may have the greatest need fifrEAM (Aim 1; objectives b and
c). Disability management for RTW is uncommon in smaller organisations,
where knowledge, expertise, and resources are more lim{ig2b]. Employers

in smaller organisationsften require information on obligations and rights,
communication skills, and RTW arrangements, i.e., what supportive actions to
take, when, and hoyB95]. However even when employers have access to
OHor HRsuppot, as is often the case iarger orgargations, they may lack

the experience and confidence needed for supportive actions, such as
implementing reasonabladjustments Chapter 4 surveydata). These
individualsmaybenefitfrom TTEAM to enhance their skiligerceived

competence and confidence

Potential benefits for meetinghe needsidentified aboves evident from
other studies, where open communicati¢894, 396]and disclosure of
support needg$396] facilitated employer support and sustainable RTW,

following cancer or chronic conditionis one studyfor example employees
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and selfemployed workers (N=30) with chronic health conditions participated
in focus groups, exploring barriers, facilitators, and support needs for staying
in work[396]. Oneperson described disclosing their health condition as
ONAY3IAY3I | aaSyasS 2F NBEtASTE oLdn0 06SO
again. Others explained that disclosure led to understanding and support, and
enabled provsion oftailored work adjustmentsThe importance of openly
communicating support needs was recognised by most, botesstruggledto
admit needing help with tas896]. Acrossstudies on RTW after stroke, mild
TBl,and cardiac, mental, and chronic health conditions, employer support and
ongoing provision and monitoring oéasonable adjustmentsave been
considered key for sustainable employmej223, 224, 397, 398Moreover,
where monitoring of adjustments 1ot ongoing, e.g., if an individual is forced

to increase their working hours in line with work pressures, then it can lead to

ill health symptoms, and even losigrm sickness abseng¢223].

Based orthe needs assessment findings, Workshop 1 participants suggested

GKIFd ¢¢9!'aQa 321t akK2dd R 0SS (G2 SYLR2ESN
plan and manage a timely and sustainable RTW-ptiske (Aim 3; objective

b). Desired ongoing behavioural objectivedude stroke survivors openly

disclosing their RTW support needs to employers, while employers improve

their understanding of these needs and provide timely reasonable

adjustments. A logic model of change was developed with advisory group

input (Figure § (Aim2; objective ). Whilst these logic models do not feature

change mechanisner se the mechanisms are shown through linkages
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between determinants, behaviour change methods, and practical applications

(how methods are delivered)-or examplepersonal determinants underlying

Aa0NR 1S adasds@eimntided fgarof highlighting their limitations,

and preconceived negative ideas abdiie consequences of disclosure.

Through reference to thehieoreticalDomainsFramework (TDHL95], these

determinants were labelled @&motionandBeliefs about Consequencés.

the stroke survivor TTEAM version, performance objective 5 involves clearly
communicating essential needs to the employer. The change mechanism

required to address these determinants and facilitate this communication

involves multiple change methods @practical applications. For instance,

videos of stroke survivors who have successfully returned to work are

included, discussing benefits of disclosing needs and openly communicating

with employers. This is a form ofodelling a behaviour change method

based on Social Cognitive The{885], wherebyupon observing and learning
O2yaSlidsSyoSa 2F I Y2RSt Qad 0SKI @A 2diNE L
3dzZA RS GKSANI 26y OSKIQ@A2dzNBE® . & fSIFNYAY
experiences, stroke survivors may develop positive beliefs about

consequences disclosing their needs, e.g., that it will lead to more realistic
expectations from employers, and reduce or eliminate fear of revealing their
limitations. In turn, this may translate into stroke survivors disclosing needs to

employers during theiown RTW process and thereafter.

Additionally, in line with MRC guidanf¥72] and IM[181], TTEAM contains

change mechanisms to overcoroentextualproblematic determinants. For



example, review findings revealdidat SMEs were financially restricted in
providing adjustments for employees wigkBls or mental illnesEhapter 3.
ThePhDadvisory group suggested that perceived high costs might inhibit
employers from making reasonable adjustments (classified using the TDF as
Emotionsand Environmental context and resourge$TEAM consequently
RSTAYySa ¢KIG WNBlFazylroftSQ YSIHyas FyR S
adjustment is £75, with many having no castall[399]. Attention is then

drawn to costs associated with employee replacement, i.e2@W% of their
annual salary, and associated damage to company m¢48. Guiding
individuals to adopt new attitudes via argument is a change method called
persuasive communicatipbased on various communication theories
(Chapter 5Table 17. Using this method, SME employers may be persuaded

G2 NBO23yArAasS NBlFaz2ylotS FRa2dadyYSyda |

Q)¢

retention, and carry out actions needed to identify, organise, and monitor

reasonable adjustments-(gure §performanceobjectives [POs]-9).

These descriptions exemplify how problematic determinants, behaviour

change methods, and practical applications link to form processes, i.e., change
mechanisms, by which performance objectives and behavioural outcomes

might be achievedTlargeting determinants in this way should optimise

¢C¢9! aQa S FGEHEO deeldy Shiedstheeding intervention via IM,

FYR FOGGNAROGdzASR GKS AYGSNBSyGA2yQa 206aS

and targeting of determinantgl01].
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Originally, the PhD aimed to develop a toolkit for employers. However,

partway through the needs assessment, the advisory group recommended
expanding its scope to include stroke survivors as a target user group. TTEAM
exists as two prototypes on the onlimdearning platform, Xerte, with tailored

content for a) employers and Isjroke survivorsChapter Sdescribeghe

a0l 1SK2f RSNAQ LINBETFSNByYyOS sAimBdijdctivet 9! a Q&
a), and how stakeholder involvement ensured TTEAM was accessible, met
SYLX 28 SNBQ ySSRaz | yRAm3objectvéd)oA 6t S G 2
example, downloadablBDF toolsvithin TTEAMsupport users in carrying out
recommended actions, such as identifyiagi N2 | S @akNd@itedd 2 NB Q
needs andointly settingRTWgoals Where other RTW interventions have

provided tools for such actionse., for women recovering from

gynaecological surgefg70], or employees with common mental disorders

[168], statistically significant differences in median duration until first RTW,

guality of life and pain intensity have been shown, favouring intervention

groups oveicontrols (seeChapter Ifor more detailon these studies).

Cognitive learning theories suggest tools, including those that facilitate
collaborationbetween stakeholdersplay a crucial role in enhancing learning
[155,367p 5dzS G2 GKSANI RAIAGEE F2NXEI ¢¢9! a
screen or printedor penrand-paper completionElsewherethe option to

complete PDF forms on paper has been praised by employees with chronic

pain and fatigug402]® ¢ KA & TFf SEAOAf A( & apgpaaliok ¢ ¢ 9! a

stroke survivorexperiencing strokeelated pain and fatigue.
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TTEAMnNcludes multimedia content organised into five-dbnute sections

LISNJ LINR G208 LIST & G NUzO (i -seipIprBcedstOrC02! NaRRSY 3 (0 2
structure and multimedia content was praised by users inghaotype

reviewactivity Chapter 9, includingthose with cognitive impairment.

Collaborative Cognitive Loddheory[403] supports multimedia use and

structured content, because it reduces cognitive overload and aids

information retention among individuals and teams.

Moreover, TTEAM offers guidance and tools throughout the RTW process, and
facilitates retention of the employee thereaftes,g., via a passport tool to

enable monitoring of reasonable adjustments. Other-gelided RTW
interventions typically focus on developing a RTW pl&2], or managing
cognitions or symptomgL68] beforethe RTWHowever, effective RTW
interventions for employees on loAgrm sick leave often covenultiple

phases of the RTW proceg®4]. For examplean RCT conducted in South

Korea evaluated aelfguided RTW workboakterventionfor colorectal

cancer survivorsstructured according to th@ranstheoreticaModelQa & G 3S a
of behaviour changg45, 405] The study involved 58 unemployed

individuals who had completed primary cancer treatment. Intervention
participants(n=28)received the workbookwhich offered seHmanagement
guidance and strategies (e.g., communication tacticajched to their
readinessand RTW stagélhis group also received digitatards regularly
(timings not reported), reminding them of the main points of the workbook,

and twiceweekly Short Message Service (SMS) text reminders to use the
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workbook. Controls (n=30) received an educational leaflet tailored to their
stage of RTW readiness, with general information about management of
sleep, cemorbidities, and screening for secondary cancer. At 12 months
follow-up, the intervention groumachieved higher RTW ratésan controls
(n=30) (64.5% versus 39.3%, p=0.043)well agreater work ability
improvements (p=0.001) and quality of working life (p=0.003). Like TTEAM,
the workbookintervention focused on enhancing skiléss communication
evaluating and monitoring symptoms and work conditions/demands,

developing coping strategiegoal setting, anéction planning

Finally, employer interviewedsghlighted factors at multiple environmental

f SoSta GKIFEG YIFIed AyFfdzSyOS ¢¢9! aQa | R2L.
objective a) Based on these findings, the followimgplementation strategies

were identified (Aim 2; objective taff meetings/briefings, changing

organisational policies and guidance, educational materials/sessions

mandating change, accreditation, and developing a network of toolkit users

with championg& W6 dzR Rp&eBraeht@ing-infdRporated

An example for hovguchstrategies may work is described hereafter. One
facilitator identified was that employers with skills in providing RTW support
(TDF domainskilly may successfully implement TTEAM, or support others in
its implementation Mentoringwas identified as a linked implementation
strategy Appendix C.)i e.g., when provided by peers within a network of
users Previously, | had suggested that employers with Hitleno poststroke

RTW experience may benefit fragaidancewith improving perceived
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competency for supportive action§€{iapter 4. Perceived competen@ecurs

when an individual believes they have the skills and abilities to meet demands

in a specific conte{06]. Elsewhere, OTs experienced inhdkementored

other OTs delivering a strolkgpecific VR intervention, and helped them

dzy RSNRGI YR (KS& @gSNBE W2V40hREs NAIKG LI G
NEI aadz2N» yOS FyR @It ARLI ( braaferbéliefdn K @S Sy
their skills and abilities to deliver the intervention, thus improving their

perceived competencezvidence also suggests that peer mentoring can
enhanceself-confidence andgelfrmanagement skills, including problem

solving and goal setting.64, 408] For instancein a Ukbased postgraduate

paediatrics training coursg@eer mentoring among trainees (N=18) led to

improved selconfidence for 16 of the 18 mentees (89%ind support with

setting and achieving goals (stdial not reported)[409]. Additionally 8 of

the 18 peer mentors (44%) reported enhanced listening and protselving
skills.Similarly, in a survey of business representatives in Poland (N=250),

mentoring between colleagues resulted in professional and personal goal

setting (n=63; 25%), qualification and skill acquisition (n=203; 81%) or

development (n=185; 74%), and improveparedness for work challenges

(n=110; 44%]410]. Based on these studies, peer mentoring may support
inexperienced employers to develop perceived (and actual) competence,

skills, and sel€onfidence for delivering RTW support via TTEAM.
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7.3. Reflection on use of the StrategEase tool
StrategEase isw@eb-based interactive tool designed toapidly identify
implementationd § N} 6§ S3ASa GIFAf 2NBR (7208JzaAsSNB Q O
explained inChapter 2 use of the tool involves mapping barriers and
facilitators to implementatioronto TDF domains. By selecting a relevant
domain, users are presented with a list of strategies to address these factors.
The process is similar to IM step 3, where change methods are selected using

the IM taxonomy. Further details on StrategEase are pravid€hapter 6

StrategEase appealed to me as | was new to Implementation Science
Combined with the demanding workload of IM step4,1StrategEase offered

a rapid way of appropriately selecting strategies for TTEAM. Strategiase
freely available online, with clear definitions of implementation functions and
strategies pased on welestablished methods and theori¢209]. StrategEase

thus enabled me to identify a range of strategies per TDF domain.

At first, | instinctively used the tool to identify strategies linked to
implementationbarriers.My instinct was related to my experience using the

IM approach, where there is focus pnoblematicdeterminants and

behaviours when selecting intervention methods and applications (IM step 3).
After identifying strategies to address implementation barriers, | then mapped
identified facilitators alongside barriers, to show where facilitators may be
leveraged to support each strategy. | later realised | should have used the tool
to identify strategies linked to implementation facilitators also, i.e., not

focused on barriers only, and completed this task. This additional step
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doubled the time spent on the proceasddid not yield additional strategies
It likely occurredbecausesome strategies are considered relevant across

multiple TDF domains.

CdZNI KSNXY2NBs= { 0N} iS39FaS 3JdzARIyOS dzaSa
considering strategy enactment, with no mention of stakeholder input.

Engaging stakeholders, such as potential users, adopters, implementers, and
maintainers, is critical for ensuririgSt SOGSR ad N} §S3ASaQ TSI
appropriateness, applicability, and contextual alignmgms, 178, 179]

Stakeholders may also advise on integration of community practices,

priorities, and perspectives within strategies, and resources required for

implementation[176]. Stakeholder input is thus vital when selecting

strategies and should be recommendedhie StrategEase guidance

7.4. Strengths and limitations of this PhD work
TTEAM is the first seffuided, digital toolkit dsignedto empower stroke
survivors and employers in collaborative sainagement of RTWDther
digital RTW or retention toolkitssuch as thoseelating to chronic paifid51],
cancer[166], mental health issueld68], or gynaecological surgefy/70],
typically target one user grouplowever,MedicalResearchCouncil (MRC)
and M guidance recommend targeting multiple user groups when outcomes
are influenced by individual and group interactiqdig2, 181] A qualitative
study of 12 employecancer survivor dyads highlighted the cruciality of

shared decisiommaking, interdependence, and open communication for a
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successful RTW, and suggested these apply to RTW processes for other

chronic illnessef11].

l RRAGAZ2Y I ffeY ¢¢9! aQa SYLKIFIara 2y Gl Af
NElFazylofS Re2dzadYSyda gAftf SyadaNBE Al
needs and work environmentsevolve.¢ 9! a Q& RAIAGIE F2N¥Y Y
its longevity because it can be easily updated in accordance with new

research, legislation, or policy, and adapted as needed. Any affiliate of the

University can have free author access to Xerte, and hosting of TiEE#M

an unlimited, free basis (though it can be exported to othebsites if

desired). Consequently, TTEAM has been economical to develop, and should

remain so in its future refinement and maintenance.

A limitation is that despit@ising a multichannel recruitment strategwith

over 30 gatekeepers, employer sample sizes in the survey, interviews, and
workshopswere smalland unrepresentativeFor example, 22 (44%) of the 50
employer survey respondents workedhaoman health and social work

activities As explainegreviously employers are a hartb-reach population

[194], and recruitment further restricted by PhD tingenstraints Factors
AYFEdzSSYOAy3a 0 SYLI 28SNBRQ we¢2 adzZLL2 NI
TTEAMacross different organisational and cultural contextay have been

missed. In foresight of a), | conducted the systematic review and integrated
findings with those from the survey and interviews. | also recruited a range of

SELISNASYOSR aidl {SK2t RSNA G2 FRQOA&S 2y
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implementation strategiesn order to enhancg ¢ 9! a Q& dza ST dzf y S

applicability, and feasibility.

Another limitation relates to theroject ideaoriginallyfocusngon an
employertoolkit. Thusjnvestigation ofstrokesurvivor€ Y Srigliding
whichstroke survivors would benefit from use of TTEAM, ahen was not
explicitly designed into the studizlsewhereauthors ofan RCT of a stroke
specific VR intervention (N=583vesuggested that younger stroke survivors
with mild-to-moderate stroke severity may have capacity to navigate their

own RTW317]. Thus, it may be that this stdroup would benefit from

provision of TTEAMDuring this PhD, employe(gcludngindividuals who

were also stroke survivors and/or healthcare professionatkse involved

0 KNRdAK2dzi ¢¢9! aQa RS@St2LIVSyix I yR
aGNR1 S & dzNEdditoRaNFGengfdk&dRraivorsrom the advisory
group,with disabilities affecting language comprehension, vision, stamina,

and sensory processing, reviewed thEEAMorototypes and praisetheir
comprehersiveness, wittonly minor refinements suggested to overcome
technical issues and improaecessibility Chapter 5. One of these stroke
survivors also suggested TTEAM should be made available from point of acute
admission posstroke, with continuous signposting to TTEAM throughtbet
recovery journeyFurther work is needed to validate the above findings (see

next subsection).

Additionally, efforts to involv@lack and minority ethnistakeholdersvere

unsuccessful due to neresponsegrom charities anda business contacand
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informed by British White perspectives, potentially overlooking other ethnic
needs and contextd:urther work is needed to explore whether adaptations
of TTEAM are needed to meaty specifiaeeds of thesandother groups

e.g., neurodivergent individuals.

7.5. Implications forfuture research
Prototype reviewwith larger, more diverse user groupsuld inform
¢¢9! aQa NBFAYSYSyYylGzZ Istyoke siRE/@ fadet graba
and how and when TTEAM is providéad.o Patient and Public Involvement
(PPI) groups for a) stroke survivors and b) emplogkasild be established.
Hforts shouldbe made to ensur¢hat stroke survivors have postroke RTW

experience andepresenta range of physical, cognitive, communicative, and

sensory disabilities, ages, employment contract types, and occupational roles

(including manual and nemanual rolesfrom entry level to senior
professional and managerial leve&milarly members ofthe employer PPI
group should represent a range of occupational rale®lved in the RTW
process such as line managensnion representativesasnd HR/OH
professionalswith variedyears of professional experiencge RTW planning
and managemeniGiven thechallenges somstroke survivorexperienced

with navigation, etc, observing their interactions with TTEAM may generate
rich qualitative data to further understanthe issuesandinform refinements

to enhance its accessibility and usability.

¢cC
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Research also indicates that stroke survivors can lack digital literacy, have
limited access to technology due to economic instability or rural locations, or
lack perceived benefit for engaging with digital interventiphs2]. These

issues may be especially prevalent among those working in industries with
little need for digital skills, likanskilled manual labourer§ o avoid excluding
these potentially underserved populations, stroke survivor and employer
representatives from various soeazonomic backgrounds, occupational
industries, and geographical locations should be recruitegthermore,
language, cultural, religious, and ethnic differences may hinder stroke
adzNIDA 92 NR Q Sy dnarAdereédtyinierventionski instanteF
where ethnic minority communities believe only medication and rest are
required for complete stroke recovef$¢13]. To optimise accessibility and
inclusion for underserved groups, setup of the PPI group and planning of the

TTEAM feasibility study should align with relevant guid4868, 414]

Additionally, a core advisory group, separate from the PPI groups, should be
set up to guide and inform decisions regarding planning and evaluation of
TTEAM and its implementation. To ensure broad expertise, a mix of stroke
survivors, line managers, HR amehlthcare professionals, potential adopters
(for example chief medical officers, heads of HR/OH departmeimtsurance
companie$, and professionals with expertise in Implementation Science,
Technology and Learning Developmdté&alth Economicdjealth and Safety,

and Equality, Diversity, and Inclusion should also be recruited. To overcome
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potential challenges with employer recruitment, the group could be consulted

on the sampling framework and recruitment strategies.

Advisory group members should inform feasibility study plans for TTEAM,

including decisions on study design, procedure, outcomes, and outcome

measuresin addition to the behavioural outcomelyl recommends longer

term outcomes relating to the problem identified and quality of [E&1]. An

SEI YLX S TAYRAY Fhe gebds dssdbshhenbisIhatan ¥ N2 Y

SYLX 28SNRQ €101 2F (y26ftSR3IS I yR KSaAidl
to a lengthy posstroke RTW process and employer stresmislitime to RTW

andS Y LJ 2 sel&réphirt@d stressare examples of suitablengerterm

outcomes.The Core Outcome Set for Work Participation recommends

employment status, time to RTW, and proportion of employees that RTW

after sickness absence as core outcorfdds]. However, other outcomes may

be of interest. For example, in an RCT protocol for a RTW tool for SME

employers supporting employees on leteym sickness absencemployee

Al GAATEOUAZ2Y 6 A 0K is iy pinagtyoRdedméd62lw ¢ 2 & dzLILI2
Secondary outcomes among employees incladek performance, quality of

work life, and social supporimong employers, the secondary outcome is

seltefficacy in providing RTW suppditK Sy S @I f dzF Ay 3 dza SNE Q
TTEAM, it should be explored which practical applications (and thus,

behaviour change methods) were perceived as being effective. Further

research is needed to build the evidence base on the effectiveness of

behaviourchange method§174].
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implementation strategiesplans and materials for a) SMEs and b) larger
organisations (where contextudlfferences were largely noted; Chaptets

and4). Implementation plans should inclugého needs to dovhat andwhen

to facilitate implementation. Outcomes afterest to potential adopters

should be defined. For instance ethdvisory group felt employers may wish

to seeorganisationall TEAMrelated financial saving®.g. through staff

retention. Future evaluations shoulalsoinclude health economic modelling

to assess cost and effectiveness differences between TTEAM anddtiRgs

across different UK sectars

9@ ftdzZ GA2Y 2F ¢ ¢ 9 also@iial,andishio8dmEy G GA 2y A
incorporated within its future studies, e.g., by employing effectiveness
implementation hybrid designd 79]. Evaluatiorof the effectiveness of

implementation strategies is also important for understanding how evidence

can be translated into practidd57]. To date, no research has reported on
effectiveness of strategies identified using the StrategEase tool, and strategies

are poorly described for digital health interventiofi$7]® L ¥ ¢¢ 9! aQa
implementation strategies prove effective, they will demonstrate the
{GNYGS391asS (22tQa dziAtAled Ly GdzNYyZ &
improve implementation of other digital health interventions, potentially

enhancing their effeeéteness, preventing wasted resources, and increasing

their scalability and accessibility.
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In future, adaptation and scaling up of TTEAM may enhance its accessibility,
impact, and longerm sustainability. For instance, selinployed stroke
survivors often experience greater pressure to RTW quickly, due to lack of
occupational sick pay, and resmsibility for running their business and
2PSNESSAY 3 20KS NFbis viaythéfegplrigrsg/ofiche L Y RS SR
stroke survivor/small business owner (interview datdiapter 4, and they
suggested a TTEAM version for the -ssifployed.In Nov2024, 4.4 million
people in the UK were sedfimployed[416]. TTEAMnight also be adapted for
those who with functional impairments resulting from other acute medical
events, e.g., myocardial infarction, or adapted accessibity via mobile
application Further work should explore the feasibility and potential benefits

of these adaptations.

7.6. Implications for policy and practice
¢¢9!'a A& RSAAIYSR (G2 SyKFIyOS SYLX 228 SNA
confidence for fulfilling RTW responsibilities, with inclusion of information on
current UK legislation angeccommendations for communication from the
CharteredInstitute of Personnel andevelopment[103]. This particular
aspectof TTEAMs not strokespecific, but applies broadly to RTW processes
of any health condition or injurygnd could improve employesupport for
other sicklisted employees. This content may atsgport thedevelopment
of organisational RTW policids.the absence o& weltstructured policy,
employersmayexperience stress and uncertaimggarding thestepsneeded

to support employeeseturning to work(Chapter 2.
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TTEAM may also enhance disability management, i.e., management of

disabilities to enable employmeid17], by guidingstroke survivors to identify

and disclose their needs, while enabling employers to address them.
Workplacedncreasingly face pressure to demonstrate effective disability
management, driven by an ageing workforce, rise in health conditions,

growing public expectations for inclusipfil8], and legal obligations under

the Equality Acf49]. Whilst some employers may be able to navigate the
complexities of disability management, TTEAM provides a structured

approach for those without skills and experience in this area. In fact, t
SELINASYOSR Iw LINPFSaaAzylfta FTNRY G(GKS
a0SL) LINPOS&da NBLINBaSyiSR woSaid LINI OGAO
Furthermore, through facilitating disclosure and tailored support, TTEAM may
NBRdzOS S YL} 2 ga®dpiovikn§aujisimeniisi shoften RTW
processes, and lower caslinked to sickness absence and employee turnover.
Returning employees back to work quickly would also minimise the duration

and costs of insurance claims, leading to reduced financial liability for

insurance companies, and lower premiums for employ¢19].

¢¢9!a YIFe Ftfaz2 oSYSTAG dzaSNBRQ KSIFfGK |
SELISNASYOSR aiNBaa o6KAES olflyOQGAy3d aidN
g 2 NJ S NE& Q3and4K TTEAMSfeEguidance otfeveraging internal
and externakupport, i.e.,from coworkers and healthcare professionals,

potentially reducing additions thne manager® 62 NJ f 2+ RA® ¢KA & A
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critical in smaller organisations, where ov@retched managers can harm

service quality, productivity, and growfh46].

Lack of involvement ifRTW planning can also cause stress and unsuitable
adjustments for stroke survivor€(apter 4 interview data). Stress has been
associated with increased stroke risk, although higher sense of control

weakened this associatiddl]. By empoweringtroke survivors to actively

participate in managing their RTW, TTEAM may increase their sense of

control, reduce recurrent stroke risk, and increase the likelihood their needs

I NE YSiG® 2 RSQa DSYSNIf ¢KS2NEB 2F wSKI
the central, active agent in their rehabilitati¢420]. Through provision of
selFmanagement guidance and tools, opportunity to exert control, and

adaptive environments, the person continuously adapts to their iliness and

restores psychosocial equilibrium to their I[#20].

Supportedsely  yIF 3SYSy (i F2N¥Ya LI NI 2F GKS bl {
commitment to establishing personalised care as the n{848]. TTEAM

includes selimanagement componentandalignswith UK clinical guideline
recommendations for posstroke VR programmg92]. For example, it

promotes stakeholder collaboration to support RTW, and incorporates a tool

G2 FILOAEAGIGS dzaSNBRQ 22AYy0G ARSYGATFTAOL G
vital giventhe sparse and underfundedature of NHS VR servid&y, 94, 97,

311, 312](seeChapter ), with only 7.4% of posacute services in England

and Wales haingcommissioned/R services 2021[96]. VR services are

likely deprioritised in favour of acute medical care, and SMEs may lack

25¢



resources foprivate VR supporf105, 125, 14Q]Simultaneously, there are
national shortages of OT313]and OH personngB14]to provide VR

support.

Furthermore referral systemsn the NHS and elsewheege often designed to
manage demand but can limit VR access, particularly for those who do not
meet strict criteria or are seen too late. TTEAM addresses this issue by
offering guidance to stroke survivors whught not receive timely VR
support, leading to RTW difficulties and potentially, loss of employment.
TTEAM thus addressesignificant gapn poststroke VR provision, offering

support where other services do not.

According to the NHS Model for Stroke NB2], level 3 services, including
work-related advice, information, and signpostjrgiould be available to all

stroke survivorsTTEAMaligns withthis level, and may be offered across all

stroke service$l02, 421] Accessibility and promotion of TTEAM could be
facilitated via employer membership organisations, governrdfentled VR
ASNDAOSas (GKS 'Y D2@SNYyYSyiQa RAIAGI
disability support services, EDI teams, private OH andhiétadion providers,
employee assistance schemes, and insurance companies. Potential benefits to
repeated exposure include increased adoption of TTEAM, and consistency of

Wi SPSt 0Q +w | ONRaa aSNpAOSazry aeaidsSvyacz

The NHS Long Term Plan and upcominyd&r Health Plan prioritise the shift
to digital healthcard318, 320] In November 2024, the UK Government

published details of reforms to support people with leregm health
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conditions, such as stroke, to RT¥9]. Inthis white paper, a need for better
employer support, tailored adjustments, and accessible guidance is

highlighted. TTEAM aligns with these reforms by offering a nészsed

(@]
(0p))

az2fdziAzy (2 KSEL) SYLJX 28SNAE LINRPOARS Y
survivors, promotig workplace inclusivity, and reducing employment

barriers.

InJanuany2025, KS | YQ& SO2Yy 2 YAsOL.6A#A2]CanditigsAst & NI
unsustainablg40]. Economic growth is stilted, and an ageing population and
increases in UK state pension age will increase future strain on public services

and the workforcg83]. Deprioritisation of VR will intensify as other priorities,

such as costutting measures and immediate service demands, take

precedence. Incidence of stroke has dramatically risen among younger,

working aged peopl§, 9], increasing demand for VBy 2035jt is estimated

that 173,000 UK stroke survivors will be out of w{8k].

Through empowering stroke survivors and employers to collaboratively self
manage RTW, TTEAdMdresses gap in VR provisigmarticularly for those
with milder poststroke symptoms who may not qualify for VR services. By
increasing retention of stroke survivors in work, TTEZMhelp foster a

more equitable, resilient labour market asdipporteconomic growth.

261



8. Conclusion

¢CKA&d tK5 FAYSR (G2 laaSaa SYLX 28SNEQ
to RTW, calesign a toolkit prototype to improve their RTW support, and
ARSYGATEe YR RSAONAROGS GUKS G22f1AGQa
implementation strategies. Findings indied that employers needducation

on stroke and their RTW responsibiliti@smd guidance on open

communicationA Y Of dzZRAYy 3 FAYRAYy3I 2dzi a4dNR1S
support needs Employerscrossorganisatiors of all sizesay benefit from
TTEAMN different ways A version of TTEAM was also suggested for stroke
survivors, to aid identification and disclosure of their support needs. IM steps

1-4 enabled cedesign of two prototypes on Xerte, each containing evidence

y S

LJZ

andtheorydo SR 02y Syl 1 Is.UbedNB ¢éhable@a chimr S NE Q

audit trail, showing the evidence, theoretical basis, and change mechanisms
behind TTEAM. Advisory group feedback revealed that TTEAM is highly useful,
empowering, and comprehensive. Tailored selectiomgilementation

strategeswas successfully conducted through use of the StrategEase tool.

TTEAM is the first seffuided, digital RTW toolkit to target both employers
and stroke survivors. Its dual focus on the employer andlstdd employee
is novel and supported by research evidence and theory. Its emphasis on

tailoring and continuous motuoring of reasonable adjustments will ensure it

A

NEYlIAya LILXAOIotS a aidNRB|1S adaNDAG2NA

Its digital form and placement on Xerte also means it has been economical to

develop and should remain so in future refinement andintenance.
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Further prototype review with two, larger and more diverse user groups is
needed to inform refinement. A core advisory group with varied backgrounds

YR SELISNIA&ES Aa yYySSRSR (2 AYyT2NY LYYy

effectiveness, coseffectiveness, and iplementation.

TTEAM includes begractice content applicable to any RTW process. It may
AYLINE @GS SYLX 28 SNBEQ wistéd erapttydeszaili F2 NJ 2 ( K
development of organisational RTW policies, and improve disability
management. TTEAM may also be defined asel BVR intervention for less
complex needs, and as such, may be offered by all stroke services. TTEAM
aligns with UK clinical guidelines and NHS and UK Government reforms to shift
to digital healthcare, and support people with letgym health conditiongo

RTW. Increases in economic inactivity, stilted UK economic growth, and
predicted rise in demand means there is urgency to increase accessibility and
affordability of VRprovision TTEAM addressékis critical gapby

empowering stroke survivors and employers to sednageRTW Benefits

may includemproved retention of stroke survivors in the UK workforce

supporting economic growth and workforce sustainability.
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10.Appendices

Appendix A.1. Completed STROBE checklist.

Item Page Relevant text from manuscript
No. Recommendation No.
Title and abstract 1 @ LYRAOIGS GKS aiddzReC pl G2 KIG R2 SYLX 2@ S NE YSSR 6KSy &dzLIL32 NI
used term in theitle or the abstract mixedY S K2 Ra&a &ddzRéé
p.2 GaSiKzRAYS (akK2ERSR 4 dzR& PP dé
(b) Provide in the abstract an informative and p.2 Methods section
balanced summary of what was doaed what
was found Result section
Introduction
Background/rationale 2 Explain the scientific background and rationale fc pp.4-5 Introduction section
the investigation being reported
Objectives 3 State specifiobjectives, including any prespecifie p.5 G¢CKSNBEF2NB: G(KAa &aldRe I AYSR 2 SELJX
hypotheses survivors to return teand stay inwork posi i N2 1S 0488 CA 3dzNF
p.6 GCAIdz2NBE mod {(dzRe 202S8S00A0Sa FyR fAy]
[presented in figure]
Methods
Study design 4 Present key elements of study design early in the p.5 & ¢ K A &-mafhods Stidy had a concurrent triangulation design (survey, intervie

paper

p.6

(Figure 1)

[289]. An integrative, mixednethods approach was important for increasing
understanding and validity of findindiom the previous systematic reviej@287,
288Jb ¢

GCAIdzNE mo {GdzRe 202S00ABSA
[presented in figure]

FYR €AY
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Setting

Describe thesetting, locations, and relevant dates pp.6-7
including periods of recruitment, exposure, follov
up, and data collection p.7

p.8

Methods section
G¢KS &adzNBVSe 461 a FRYAYAE(HSINOWA (GAk nrad XX

& { Sstructuredinterviews were conducted by KC via Microsoft Teams February
alé& HnHO PE

Participants

(@) Cohort study Give the eligibility criteria, and

the sources and methods of selection of

participants. Describe methods of folleup p.7
Casecontrol study Give theeligibility criteria,

and the sources and methods of case

ascertainment and control selection. Give the
rationale for the choice of cases and controls
Crosssectional study Give the eligibility criteria,

and the sources and methods of selection of
participants

[Crosssectional study]

Description of eligibility criteria.

(b) Cohort study For matched studies, give
matching criteria and number of exposed and
unexposed

Casecontrol study For matched studies, give
matching criteria and the number abntrols per
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Not applicable [not a cohort or cas®ntrol study]

Variables

Clearly define all outcomes, exposures, predicto p.8
potential confounders, and effect modifiers. Give
diagnostic criteria, if applicable
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1. Stroke knowledge (how strokes happen, risk factors, how strokes are
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2. we2 LINRPOS&aa 1y2¢fSR3IS 6SYLX 28 SN&
legislation, range of supportive actions potentially needed).

3. Perceived competence for carrying out supportive actions (whether
employers felt they had/would have the skills needed for particular actio
e.g., supporting stroke survivors to improve &S £ + G SR O2y T

Detailed description in appendix.
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pp.89 ALYOGSNIASG ljdzSatAzya 6SNB AYyT2N¥YSR o
domains[195], and explored barriers and facilitators to supporting stroke survivor:
RTW Table 1D ® ¢
Data sources/ 8* For each variable of interest, give sources of dai Appendix Online employer survey tool [including items relating to the outcomes/dependent
measurement and details of methods of assessment A.2 variables]
(measurement). Describe comparability of
assessment methods if there is more than one
group [Interview questions, categorised according to TDF domains]
Appendix
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of bias GKS adGFINI 2F AYyOGSNWASsaDE
p.10 [selection biasp C Afduiiréspondents participated in the survey; four were omitte
from analyses (and not replaced because it was suspected they were bots), i.e.,
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or name check,and/)RA R y2 i NBALRYR (2 G(KS QI f.
Explanation re. confounding bias
GCKS &dNBSe G(G22f 6! LIISYRAE ! duo 61 &
Appendix advisory group, i.e., a stroke survivor/manager and HR consultant, and wider prc
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p.8 G/ 2RAYy3 gl a O2YLX SGSR o0& Y/ OKSO1SFK

discussion. Theme constructions and summaries were produced by KC; these w
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checked with the wider project team (KR, JH, JK), and amendments made follow
INRdzL) RA&aOdzaar2y dé
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aY/ 2NHFYAASR RIGF g A (-tkemgs. The rivelaliends erd
checked by CS and amendments made following discussion. KC and CS indepe
performed convergence coding per metteeme, with disagreements resolved
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Study size 10  Explain how the study size was arrived at p.7 G¢KS &dNBSe s+ & SELI 2NI G2NE 0AdSds v
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Appendix A.2. Online employer survey tool.

Demographic details:

Construct

Question

Response format

Attention check (to identify bot responses

1.

This first Question is t3sting whether you are a real perg0gase select one of the options
below, such as MonkeyThe qu3stion is:
Which of these isiot an animal?

Cat
Monkey
Elephant
Banana
Donkey

Age

2.

What is your age group?

18-25yrs
26-30yrs
31-35yrs
36-40yrs
41-45yrs
46-50yrs
51-55yrs

>55 yrs

Prefer not to say

Gender

What is your genderthote: if you prefer to selflescribe in another waylease type
response in the 'other' option)

Male

Female

Prefer not to say
Other (openrended)

Race/ethnicity

What is your race/ethnicity?

Asian or Asian British
Black, Black British, or Caribbean
background

Mixed or multiple ethnic groups
White

Other ethnic group

Prefer not to say

Job title

What are your job responsibilities?

tfSras aalrassz 2
2 al &g

Country location of occupational role

IS

In what country is your occupational role baseBRg@sestate)

Do you have personal experience returning to work after a stroke?

Yes/No/Prefer not to say
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Lived experience of RTW and \Afier
stroke in workplace

8. Do you have professional experience supporting a stroke survivor employee to return tq Yes/No/Prefer not to say

and/or stay in work after a stroke?

¢tKAA aSOlA2y (G2 0SS 02YLX SGSR 6& NB&LRYRSY(a-todwork or ddrliretemtiorSadtar strika (sefé end af ficBumieitirbtfiet sedtién
F2N) 1K2aS K2 &St SOGSR ab2é 2N at NBFSNI y20 G2 al &¢o
Lived experience of RTW and 9. If you selected yes to the previous questiphow many <5
WR after stroke in workplace years of experience do you have supporting stroke survivg 6-10
employees to return teand stay in work? 11-20
21-30
31+

Prefer not to say

Size of organisation 10. What was the size of your organisation tfirst time you
supported a stroke survivor employee to return tir stay in

work?

Micro:<10 employees
Small: 1660 employes
Medium: >50250 employees
Large: >250 employees
52y Qi 1y26
Prefer not to say

Organisation sector 11. In which sector was this organisation based?

t NADI 0SkLJzof AOKGUKANRKS52Y Qi |y26kKt

Organisation industry 12. In which industry was this organisation based?

Agriculture, Forestry and Fishing

Mining and Quarrying

Manufacturing

Electricity, gas, steam and air conditioning supply

Water supply, sewerage, waste management and remediation activities
Construction

Wholesale and retail trade; repair of motor vehicles and motorcycles
Transportation and storage

Accommodation and food service activities

Information and communication

Financial and insurance activities

Real estate activities

Professional, scientific and technical activities

Administrative and support service activities
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Public administration and defence; compulsory social security
Education

Human health and social work activities

Arts, entertainment and recreation

Other service activities

Activities of households as employers; undifferentiated geadisl services
producing activities of households for own use

Activities of extraterritorial organisations and bodies

Other

RTW/WR support services

13. Did/does this organisation have accessti8or OHservices?

L Sakb2k52y QiU 1y26kt NEBFSNI y2

within organisations

14.
union?

Did/do employees at thisrganisation have access to a trad| ,

[amtN N antN
Q)¢ Q)¢

Sakb2k52y Qi 1y26kt NETSNI y2

Recheck age (validation check

15. What is your age group?

18-25yrs
26-30yrs
31-35yrs
36-40yrs
41-45yrs
46-50yrs
51-55yrs

>55 yrs

Prefer not to say

Questions based on citebarriers for RTW/retention support for people with ABls
rience supporting stroke survivor employee, rather than a hypothetical scenario)

(Questions based on first expe

Awareness of work
performance difficulties

16. Thinking back to thdirst time you supported a stroke
survivor employee to return teand/or stay in workX ® 2
told you about any work performance difficulties they had?

(Tick all that apply):

Stroke survivor employee
Colleague

Family or friend of the employee

| observed them myself

Someone else (please state)
¢tKS&8 RARYQU KI @S
52y Qi 1y26

Prefer not to say

Other

Fyed LISNF2N¥YIyOS
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17. If there were any work performance difficultieshen did
you find out about them?

(Tick one option):

In the first month following theireturn to work
In months 26 following their return to work

In months 612 following their return to work
>12 months following their return to work
52y Qi 1y296
tKS&8 RARYQU
Prefer not to say

KFE@3S |ye LISNF2NXIyOS

Knowledge about stroke and
impact on abilities

18. Did you have any knowledge about stroke?

| knew something aboit tiak all that apply):

a) The two ways a stroke can happen in the brain (i.e., a blockage
versus a bleed)

b) Things that can increase the risk of stroke
(e.g.,high blood pressure, high cholesterol, diabetes, irregular
heartbeat, family history, ethnicity, age, lifestyle, sickle cell disea|

c) How strokes are treated
(e.g., medication, surgery)

d L RARYQG 1y2s

e) Prefer not to say

Foz2dzi Fye 2F (K

19. Did you have any knowledge of the effects of stroke on a
LISNE2YyQa FoAfAGASAK

I knew it could affect tiak all that apply):

a) Physical condition, experiences, and abilities (e.g., muscle weak
or paralysis, balance, control of bladder and bowels, swallowing,
vision, sensation, experience of pain, extreme tiredness).

b) Communication
(e.g., understanding or producing speech)

c) Cognition
OADPSDdT G(GKS ONIAYQA
concentration, memory, and decisianaking)

d) Emotions
(e.g., ability to control emotions)

FoAfAdGe G2

supportive actions for RTW an
retention

e) L RARYQU 1y2¢ loz2dzi Fye 27F (K
f)  Prefer not to say
Knowledge/skill needed for 20. Did youknow aboutthe following with regards to supporting L 1y S¢ | 62dzi XGA Ol It GKFG | LILX &y

them to return to and stay in work?

a) My role and responsibilities according to national legislation (e.g
Equality Act 2010)
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b)

<)

d)

e)

f)

9)

h)

i)
)

My role and responsibilities according to policies and procedureg
within my organisation (e.qg., sick leave)

Different expectations might be needed for the stroke survivor
employee in their working role (e.g., they may not be able to carn
out all tasks within the timelines specified, etc)

Their role or work environment might need adapting to support
them with any physicatommunicative, cognitive, or emotional
difficulties

I might need to support them to realise and accept that they migf
not be able to carry out their work in the same way they did befo
their stroke

I might need to support them to improve their confidence for doir
their working role

They might show challenging behaviours (e.g., aggression,
confrontation), and | need to know how to respond appropriately
this occurs

If possible, | might need to find them a suitable alternative role if
they were unable to continue in their previous role

L RARYQO 1y2¢ lo2dzi Iye 27F (K
Prefer not to say

21. Did you feel you had the skills needetien carrying outany
of the following?

(Tickone box per option):

a)

b)

<)

d)

Finding out what | should expect from the stroke survivor employ
in their working role
0, Sa8kb2k52yQl 1y26ke¢KAA I OlGAZ
Adapting their role or work environment appropriately to support
them with any physical, communicative, cognitive, or emotional
difficulties

0, Sa8kb2k52yQl 1y26ke¢KAA I OGAZ
Supporting them to realise and accept that they might not be abl
to carry out their work in the same way they did before their strok
0, Sa8kb2k52yQl 1y26k¢KAA I OGAZ
Supporting them to improve their confidence for doing their
working role

0, Sakb2k52yQl 1y26k¢KAA | OGA3Z

5
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e) Responding appropriately if they showed challenging behaviourg
(e.g., aggression, confrontation)
0,8akb2k52yQl0 1y26k¢KAA | OlGA3Z

f)  If possible, finding them a suitable alternative role if they were
unable to continue in their previous role

6. Sakb2k52y Qi |yY26KCKAA | OGA2

22. Would you like any of the following to help increase your
knowledge and/or skill for supporting stroke survivor
employees back into work?

(Tick all that apply):

a) Written information (accessible at any time) advising on actions {
take to provide these types of support

b) Visual owisuataudio information (e.g., roleplay clips) (accessible
any time) advising on actions to take to provide these types of
support

c) Written resources to help you carry out the actions (e.g., exampl
guestions you could ask to help you find out what the stroke
survivor employee might be having difficulties with)

d) Faceto-face training on all aspects of support that might be
required

e) Online training on all aspects of support that might be required

f)  Direct oneto-one contact with a trained professional as and wher
needed

g) Other (text box to allow text answer)

CKA& aSOGA2Y

E

0SS 02YLX SGSR 6@ NBaLRyRSyila

g K2 2LJi dobndrk or oW radentivBaficbdtbkg 2 i G2 &l

Size of organisation

23. What is the size of your organisation?

Micro:<10 employees
Small: 1660 employees
Medium: >50250 employees
Large: >250 employees
52y Qi 1y26
Prefer not to say

Organisation sector

24. In which sector is this organisation based?

t NAOF 0SkLIJzo0f AOKGUKANRKS52Yy Qi {y26kKt N

Organisation industry

25. In which industry is this organisation based?

Agriculture, Forestry and Fishing
Mining and Quarrying
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Manufacturing

Electricity, gas, steam and air conditioning supply

Water supply, sewerage, waste management and remediation activities
Construction

Wholesale and retail trade; repair of motor vehicles and motorcycles
Transportation and storage

Accommodation and food service activities

Information and communication

Financial and insurance activities

Real estate activities

Professional, scientific and technical activities

Administrative and support service activities

Public administration and defence; compulsory social security
Education

Human health and social work activities

Arts, entertainment and recreation

Other service activities

Activities of households as employers; undifferentiated geatsl services
producing activities of households for own use

Activities of extraterritorial organisations and bodies

Other

RTW/WR support services
within organisations

26.

Does this organisation have access$if® or Otervices?

Yes/No/Unsure/Prefer not to say

27.

Do employees at this organisation have access to a trg
union?

Yes/No/Unsure/Prefer not to say

Recheck agdvalidation check)

28.

What is your age group?

18-25yrs
26-30yrs
31-35yrs
36-40yrs
41-45yrs
46-50yrs
51-55yrs

>55 yrs

Prefer not to say
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Questions based on cited barriers for RTW/retention support for people with ABls

Awareness of work performanc 29. If you were required to support a stroke survivor to
difficulties return to workX @  2d&ydu think would tell you about
any work performance difficulties they had?

(Tick all that apply):

Stroke survivor employee
Colleague

Family or friend of the employee
| would observe them myself
52y Qi 1y26

Prefer not to say

Other

30. If there were any work performance difficultieshen do
you think you would find out about them?

(Tick one option):

In the first month following their return to work
In months 26 following their return to work

In months 612 following their return to work
>12 months following their return to work
52y Qi 1y26

Prefer not to say

Knowledge about stroke and 31. Do you have any knowledge about stroke?
impact on abilities

I knowsomething abouX tiak all that apply):

f)

9)

h)

i)
)]

The two ways a stroke can happen in the brain (i.e., a blockage ver
a bleed)

Things that can increase the risk of stroke

(e.g., high blood pressure, high cholesterol, diabetes, irregular
heartbeat, family history, ethnicity, age, lifestyle, sickle cell disease
How strokes are treated

(e.g., medication, surgery)

L R2yQl (1y2¢ lo2dzi Iye 2F (KS
Prefer not to say

32. Do you have any knowledge of the effects of stroke on
LISNE2Yy Q& oAt AGASAK

I know it canaffectX tiak all that apply):

)

h)

i)

Physical condition, experiences, and abilities (e.g., muscle weakne
paralysis, balance, control of bladder and bowels, swallowing, visio
sensation, experience of pain, extreme tiredness).

Communication

(e.g., understanding or producing speech)

Cognition
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i) Emotions

(e.g., ability to control emotions)
kk L R2yQl 1y2¢ lo2dzi Iye 2F (KS
I) Prefer not to say

OADPSDY GKS ONIXAyQa FoAftAGe (2
concentration, memory, and decisionaking)

Knowledge/skill needed for
supportive actions for RTW and
retention

33. Do youknow aboutthe following with regards to

supporting them to return teand stay in work? k) My role and responsibilities according to national legislation (e.g.,
Equality Act 2010)

I) My role and responsibilities according to policies and procedures
within my organisation (e.g., sick leave)

m) Different expectations might be needed for the stroke survivor
employee in their working role (e.g., they may not be able to carry ¢
all tasks within the timelines specified, etc)

n) Their role or work environment might need adapting to support ther
with any physical, communicative, cognitive, or emotional difficultie

0) | might need to support them to realise and accept that they might
be able to carry out their work in the same way they did before thei
stroke

p) | might need to support them to improve their confidence for doing
their working role

g) They might show challenging behaviours (e.g., aggression,
confrontation), and | need to know how to respond appropriately if
this occurs

r) If possible, I might need to find them a suitable alternative role if the
were unable to continue in their previous role

s) L R2y Qi 1y2¢ lo2dzi lye 2F GKS

t) Prefer not to say

I know abouX tiak all that apply):

34. Do you feel you have the skills neededccarry outany of
the following?

(Tickone box per option):

9)

h)

Find out what | should expect from the stroke survivor employee in
their working role

0,848kb2k52yQl 1y26kt NEFSNI yz2i
Adapt their role or work environment appropriately to support them
with any physical, communicative, cognitive, or emotional difficultie
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0, S8akb2k52y Qi 1y26kt NETFSNI y2i
Support them to realise and accept that they might not be able to
carry out their work in the same way they did before their stroke
0, S843kb2k52Yy Qi 1y26kt NEFSNI yz2i
Support them to improve their confidence for doing their working ro|
0,Sakb2k52y Qi 1y26kt NETSNI y2i
Respond appropriately if they show challenging behaviours (e.g.,
aggression, confrontation)

0,8akb2k52y Qi 1y26kt NEBTSNI y2i
If possible, find them a suitable alternative role if they were unable
continue in their previous role

0, S843kb2k52y Qi 1y26kt NEBFSNI y2i

35. Would you like any of the following to help increase yol

knowledge and/or skill for supporting stroke survivor h)  Written information (accessible at any time) advising on actions to {
employees back into work? to provide these types of support
i) Visual or visuahudio information (e.g., roleplay clips) (accessible at
any time) advising on actions to take to provide these types of supg
j)  Written resources to help you carry out the actions (e.g., example
questions you could ask to help you find out what the stroke surviv
employee might be having difficulties with)
k) Faceto-face training on all aspects of support that might be require
I)  Online training on all aspects of support that might be required
m) Direct oneto-one contact with a trained professional as and when
needed
n) Other (text box to allow text answer)

(Tick all that apply):




Appendix A.3. Interview topic guide.

Introductory statement

aL LY  NBaSFENODKSNI i GKS ' yABSNEAGE 2F b20GAy3AKFY
employers to design a specialist guide for employers and stroke survivors to support their return to

work. Today, | would like to ask you some questions abowtwbu think helps or makes it difficult for

employers to support stroke survivors in this way, and what could influence the introduction and use of

such a guide in your organisation.

This interview will be recorded [check their preference for video or audio recording]. Your name will not

be mentioned on any published documents, and any names or places you might refer to will be changed

(i.e., pseudonymised) when transcribed. All infation you provide will be kept confidential and only

used to develop our understanding for research purposes. You can decline to answer any questions you

R2 y20G ¥8S8t O2YF2NIIo6ftS yasSNAy3aT 2N 6AGKRNI 6 FNER)

Iltem | Beginning of interview

Question
1 Perspective Can you tell me whether you would be talking about your own return
viewpoint to work following a stroke, or a time when you supported an employe
to return to work following a stroke?
2 Context Can you tell me the size and industry of your organisation, the job ro

of yourself and the employer/stroke survivor, and the country in whic
this role is based?
3 Different stages = Can you briefly outline what happened when you/your member of
of RTW process = staff returned to work following your/their stroke.

Prompts:

- When did the stroke happen?

- Who made first contact, and when?

- What happened before you/they returned to work? (e.g.
assessments, planning, discussions with health professione
workplace visits, etc)

- What happened when you/they returned to work? (e.g.
accommodations, interactions with others in and outside of
workplace, treatments received)

- Are you/they still working in that role?ffyes, is extra support
being provided or is the role exactly as it was before the
stroke?) (f no, can you tell me a bit more about what
happened?)

4 Different stages = How would you define the RTW process in terms of stages, and at w
of RTW process points did these occur?
(Paraphrasédack to them based on what has already been said if

needed)
5 Facilitators for Who, or whathelpedyou/your employer provide support for the
employer stroke survivor employee/you to return teand stay in work? If so, can

support during you tell me about this?
RTW process ani

beyond Prompts:

(including e.g.,- knowledge, skills and abilities of the employer (e.g.,

contextual communication skills, knowledge of stroke and the RTW process, etc
factors) - coworkers
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Also
environmental
context and
resources (TDF
domain)/physical
opportunity
(COMB)

Barriers for
employer
support during
RTW and beyonc
(including
contextual
factors)

- the stroke survivor

- their family/friends

- infrastructure of the organisation (e.g., social architecture, maturity,
size, or physical environment)

- existing policies and practices (e.g., national, regional, within
workplace)

- resources available (e.g., staffing levels, access to Internet, training
time availability, systems available, financial status of organisation,
support through social networks)

- any external support (e.g., health or social care professionals, chari
governmentfunded services)

- legislation, welfare, or insurance systems

- culture/politics/global or local events at the time (e.g., organisationa
restructuring)

Who, or whatmade it difficult for you/your employer to provide
support for the stroke survivor employee/you to return toand stay in
work?

Prompts:

e.g.,- coworkers

- the stroke survivor

- their family/friends

- the organisation (workplace Human Resources, targets (e.g., sickne
absence), policies and procedures, restructuring, staff shortages, etc
- resources available (e.g., access to Internet, time availability, systel
available, financial status of organisation, support through social
networks)

- any external support (e.g., health or social care professionals, chari
governmentfunded services)

- legislation, welfare, or insurance systems

- culture/politics/global or local events at the time

If not fully covered in the previous questions, select from these Fiekted questions about their
experience of the posstroke RTW process
TDF domain COMB Question

domain

321

Professional

What was your role during the RTW/retention process

role and post- stroke?

identity
Prompt: e.g., any involvement in assessment, setting
anything up/planning or preparing for the RTW,
collaborating with others, monitoring the RTW, reporting
to others, etc

Skills Psychological What skillsdid you need during the RTW/retention

capability process poststroke?

Prompts: e.g., Anything needed to facilitate the
we¢2kNBGSYliA2y LINROS&aaX

9ELF YL SaYy ! aasSaairy3 GKS 3
managing privacy and disclosure, risk management, tirr
management, adaptability, problessolving, memory,
ability to use compensatory strategies (stroke survivor),
communication with stroke survivefemployer or other



9

10

11

12

13

14

15

Beliefs about = Psychological
capabilities capability

Reinforcement Automatic
motivation

Beliefs about = Reflective
consequences = motivation

Social Social
influences opportunity
Emotions

Behavioural

regulation

Gaining contacts for future
decisions on implementation
strategies

a0 1SK2ft RSNEZ YIylF3Aay3a Gk
20KSNE QO SELISOGI GAz2zyas f ¢
management, managing other staff), developing a RTW
L Fys SiéoOX

How confident were you that you could navigate the
RTW process effectivelyEitheras a stroke survivor or
employer)

Prompt: If you did not feel confident, is there anything
that might have helped to increase your confidence? Hc
confident do feel about it now?

What was the incentive for supporting the stroke
survivor to return to- and stay in work (employer)?

What was the incentive for returning to work (stroke
survivor)?

Prompts:- E.g., regional or national performance
measures, policies, regulations, or guidelines,
organisational culture (beliefs, values)

- Personal beliefs or values

- Perceived benefits to the stroke survivor, employer, cc
workers, organisation, society e.g., financial, social
wellbeing, etc)

- Perceptions of the stroke survivor (e.g., their value)
- Perceptions of the@rganisation and/or employer (e.g.,
their employee benefits package)

- What would need to happen for you to continue
supporting the stroke survivor (employer)/

What did you think would happen as a result of your
actions (RTW or retentionmelated)?

Prompts:-

- Would it help you or anyone else, or not?

- What benefits might be gained?

- Would there be any risks or costs involved?
Is there anyone who influenced what you thought or did
during the RTW/retention process?

Prompts:- e.g., senior management, amorkers, stroke
AdzZNDAG2NE aGNB1S &dz2NBAG2N
of the organisation (e.g., other organisations)

Can you tell me about the emotions you experienced
during the RTW process?

Prompts:- e.g., anxiety, sadness, anger, frustration, guil
happiness

What did you need to do before taking actions during th
RTW process?

Prompts: e.g., planning of actions, seibnitoring

Who might be the key people in your organisation that
we could talk to about this?$tatethat it is okay if they
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16

17

18

Potential barriers to future
implementation of the toolkit
intervention

Potential facilitators to future
implementation of the toolkit
intervention

do not wish to disclose any names of anyone in their
organisation)

In your opinion, who (or what) might make it difficult to
introduce and use such a guide within your organisatior

Prompts:- e.g., skills (e.g., communication, memory)
and/or confidence for using the guide

- workplace systems or environment

- social influences (i.e., anyone who could
influence their thoughts, feelings or actions
towardsusing the guide)

- emotions (e.g., those potentially experienced
when carrying out particular actions, or those
resulting from experience of the RTW process

- beliefs about consequences of using the guide

- incentive/s (or lack thereof) for using the guide

In your opinion, who (or what) might be helpful when
introducing and using such a guide within your
organisation?

Prompts:- e.g., skills (e.g., communication, memory)
and/or confidence for using the guide

- workplace systems or environment

- social influences (i.e., anyone who could
influence their thoughts, feelings or actions
towards using the guide)

- emotions (e.g., those potentially experienced
when carrying out particular actions, or those
resulting from experience of the RTW process

- beliefs about consequences of using the guide

- incentive/s (or lack thereof) for using the guide

Is there anything else you would like to add?



Appendix A.4. Detailedlescription of survey statistical analyses.

Survey data were analysed by KC using SPSS (Versiof228]8nhd STATA (Version
17)[294].

CNBIljdzSyOASa 2F NBalLkRyaSa LISN adNwSe AGSYy |
dependent variable were calculated. Total scores per respondent were calculated by
assigning 1 point per correctly answered survey item for stroke knowledge

(maximum score=7) and tien-to-work (RTW) process knowledge (maximum

score=8). Total perceived competency scores per respondent were calculated by

working out total percentage of survey items (i.e., specific supportive actions) they
NBalLR2yRSR wesSaQ (G2 gKSNBE GKSe& FStd O2YLIS

Frequency histograms revealed nanrmal distribution of scores, therefore nen

parametric statistics were used, i.e., Makivhitney U tests to determine between

group differences in median scores for dependent variaf85]. Groups were

defined by potential influential factors, identified in previous research, i.e.,

SY LI} 2 @& SsiBkeRTW#périence (yes/@B7], organisation size (small or

mediumsized enterprises [SME]/large enterprisg&j8], and access tbiR or OH

support (yes/noj2871® {a9a oSNB Of I aaAFASR 4 2NBEI YA
and large organisations as those with >28P3].

Where statistically significant differences were found between groups, exploratory
univariate linear regression analysis was performed. For example, if a-Waitney

U test showed that median stroke knowledge scores differed significantly between
those wth poststroke RTW experience versus those without, a regression analysis
was then performed to see if postroke RTW experience (yes/no) was statistically
significantly associated with stroke knowledge scores. Each regression analysis was
repeated threetimes with bootstrapping applied across 5000 iterations to calculate
correlation ceefficients, pvalues, and bias corrected accelerated (BCa) confidence
intervals[424]. Analyses were conducted unadjusted using the General Linear Model
technique[425], and confounder variables added one at a time (i.e., with a maximum
of two independent variables included per regression analysis, including the original
independent variable) to see their effect on the correlationaefbicient.

Selection of confounder variables was informed by research team discussion, and
included respondent age (<40 years/B0 years/50+ years), organisation size
(SME/large), occupational role (manager/health professional/other), organisation
industry (human halth and social work/other), and access to HR or OH support
(yes/no).
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Appendix A.5. Results from the independesamples ManAWhitney U tests

Stroke knowledge (maximum score=7)

No access(n=5)

66.67 (25.00 to 83.33)

Independent variable Group classification and sub-sample size | Median score (IQR) per group | Median difference (95%C)) | p-value
Experience of post-stroke RIW! or retention (yes/no) Had experience (n=22) 7 (6.00 to 7.00) 1.5(0.10 to 2.90) *
No experience (n=28) 5.5(3.25t0 7.00)
Organisdion size (Micro-, small-, or medium-sized [SME]/Large) | Large (>250 employees) (n=28) 7 (4.25t0 7.00) 0.5(-0.84t0 1.84) NS
SME (up to 250 employees) (n=20) 6.5 (4.25to 7.00)
Accessto HRor OH support (yes/no) Had access(n=41) 7 (5.00to 7.00) 3(0.32to 5.68) *
No access(n=5) 4 (1.50to 5.50)
RTW process knowledge (maximum score=8)
Independent variable Group classification and sub-sample size | Median score (IQR) per group | Median difference (95%C)) | p-value
Experience of post-stroke RTW or retention (yes/no) Had experience (n=22) 6.5 (4.00 to 8.00) 0(-2.40to 2.40) NS
No experience (n=28) 6.5 (4.00 to 8.00)
Organisdion size (Micro-, small-, or medium-sized [SME]/Large) | Large (>250 employees) (n=28) 8 (6.00 to 8.00) 3.5(0.47 to 6.53) Fkk
SME (up to 250 employees) (n=20) 4.5(0.00 to 6.75)
Accessto HRor OH support (yes/no) Had access(n=41) 7 (5.50 to 8.00) 7 (3.68t0 10.32) ok
No access(n=5) 0(0.00to 3.00)
Perceived competency for RTW process actions (maximum score=100%)
Independent variable Group classification and sub-sample size | Median score (IQR) per group | Median difference (95%C)) | p-value
Experience of post-stroke RTW or retention (yes/no) Had experience (n=20) 100 (100.00 to 100.00) 33.33(17.78t0 48.89) Fkk
No experience (n=28) 66.67 (37.50 to 95.83)
Organiséion size (Micro-, small-, or medium-sized [SME])/Large) | Large (>250 employees) (n=27) 100 (66.67 to 100.00) 16.67 (-7.69to 41.02) NS
SME (up to 250 employees) (n=19) 83.33 (66.67 to 100.00)
Accessto HRor OH support (yes/no) Had access(n=39) 100 (66.67 to 100.00) 33.33(-11.32to 77.98) NS
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Appendix A.6 Detailed findings from interviews.

Theme

Theme description

| Example quotes

Personal determinants

9YLX 28 SNAQ
AGNR1S adzND
for return to work (RTW)

0 9
Ad

Ly GKA&d GKSYSE SYLE28SNEQ 06StA
6SNB aidNpy3dfte AyTFfdzSyOSR o0eé (KS
SYLX 2eSNRa 1y2eéft SRAS FyR SELISNRSY
For example, one stroke survivor had cognitive and communicative issues
together these residual limitations influenced their engagement with the
employer. The lack of engagement from the stroke survivor (and the fact th
they had a history of actingastructively before the stroke) meant the
employer (E_04) did not believe they could return to work. Awareness of
residual limitations (e.g., sensory issues, fatigue) in another case meant the
stroke survivor believed no role was suitable within a manuwfiaag factory.
They communicated this to their HR officer (E_07) and it confirmed their ow
0StASTa o2dz2i GKS aiNB1S adzNWBA @2 NI
officer therefore felt justified to move to the redundancy stage in their
procedure. Bth the HR officer (E_07) and line manager (E_04) from these ¢
reported feeling sadness when they realised the stroke survivor was unable
RTW.

|

T

Q¢ QX

Another clinical supervisor/stroke survivor (SS_02) reported having residua|
YSY2NE A&dadzsSaz odzi GKA& RAR y2i a
capability to return to work. This was evident from the fact that they request
to continue worlng with the clinical supervisor/stroke survivor when team
OKIFy38a 4SNB YIRS® ¢KS YIyl3aSNRa
that the line manager had personal experience of a transient ischaemic attg
and had returned to work themself, s@tl the belief it was possible.
Elsewhere, a HR manager/stroke survivor (SS_01) felCHataff and her
managing director were reluctant to put any pressure on them and
underestimated their abilities. The fact that these employers also made the
manager/stroke survivor redundant later on suggests they did not believe th

dL K2LISR YINBYy ¢@2dA R IS4G o060SGidS
don't think | believe that would happen, based on a combination of

AKS 46+a 0STF2NB YR (KS &ASOSNA
aL GKAY]l AGUE ljdzAdS &aFRd ! YYZ
F2NJ KAYS &@S8FHKdE 69¢nTO

a! yR NBOSNRI4® 6SSy (SIY OKIy3ass
actually requested to keep me, um, because of my medical staff you
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were capable of retrning to their role and previous workload. The HR
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manager/stroke survivor felt that, ultimately, their RTW was impossible
because they were not trusted to have a normal workload.

aL KAyl GKS@QR a2Nl 2F aol NBR
professional, you need people coming to you with issues and stuff tg
and that wasn't something that they allowed to happen, really, becal
there was this, like, fear of upsetting me oaking me ill if they which
gl & 2dzald AYLRaarAotS NBIfftaodé o

9YLX 28SNBQ OF
commitment to supporting
stroke survivors

In some instances, employers demonstrated commitment and compassion
supporting the stroke survivor to retain their employment. Behaviours
indicative of this included consulting numerous stakeholders to inform
decisions about actions to take (E_04, E, pripritising the stroke survivor
over other role commitments (E_04), and staying in regular contact with the
stroke survivor (SS_02, E_04, E_07) (e.g., to track progress). Professional
personal experience of the RTW process was a common attrdmutess these
employers (SS_02, E_04, E_07). It is possible their experiences enabled th
empathise more with the stroke survivor, and to understand their roles in
AdzZLILR NI AY3 &A0GNR1S adzZNBAG2NB o60So3o
long-term sickness procedures).

Less compassion and commitment was shown by other employers. Among
employers in a charity (OT_03), this may have been linked to them having 1
experience supporting people with significant injury/illness to RTW.
Consequently, they did not know their rolacawere hesitant following the
200dzLI GA2yf GKSNILAAGQ&a adz33SaidA
work. It is also possible a lack of compassion and commitment was linked t
NBEEGNROGAZ2Yya NBftIGAYy3 (2 2 NAlroemnl
F3SyRIFE® C2NJ SEI YL ST 2yS Iw YIlyl 3
did not stay in contact once th®@Hadvisor was involved. This manager decid
to make the HR manager/stroke survivor redundant on the basis of choosin
source HR services from an external company. The organisation was in fin
difficulty and this approach would be significantly cheathan having an in
house HR director. In another case (OT_06) it seemed the line manager wa
restricted by time constraints, and shodi/eommitment and compassion only

within the remit of their perceived role and agenda (i.e., ticking boxes).

aL faz FSti OSNE NBalLlRkRyaiofs
suppose. And the way | manage. I'd callataweekendA ¥ L a
0KNBES RFreaQ GAYSzT L g¢g2dz R OF f ¢
AT L 61 a 2yEO04yydzZ t tSI@Spé o

But we've looked at everything that we can do. We'll still up until that
very last poirn, if there's a job that comes up or something that we c&
you know, maybe if it was less hours on days. Butd, just at the
minute, there's just nothing. (E_07)

aXikKSe RSOARSR GKFG AdG gl & | O
the HR consultant than to pay somebody-firie for doing an HR role,
d2 GKSe& YIRS YS NBRdzyyRIEyd 2y
GL ¢g2dzZ R alre& (GKS 2GKSNJ aARS g1
boxes and following procedure | would say, rather than actually wha
ga AY KAA 0Sad AyiSNBaltoé o6he
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Knowledge of stroke and
potential impact

Employers and stroke survivors also experienced issues recognising a stro
KILIWSYSRE 2NJ Ay dzyRSNBGFYRAY3a GKS
manager (E_04) did not know the stroke survivor had had a stroke; it had n
been communicatedto thent, Yy R 1 KS& 068t ASOSR (KS
were indicative of dementia or mental iliness. In another instance, an emplg
had a preconceived perception of stroke, and the HR manager/stroke survi
(SS_01) felt this was based on the Act FAST cgmpgiPublic Health England
i.e., they did not realise that strokes occur and impact differently across
different individuals. The HR manager/stroke survivor felt that this was the
reason that theirOHadvisors did not ask about their symptoms, nor make
accommodations appropriate for their specific needs. They saw the stroke §
OFGFraGNRBLIKAO S@SyiGz dzyRSNBalGAYFGS
capabilities, and were reluctant to give them much wodedo fear of causing
another stroke. In another instece, a lack of knowledge or understanding of
stroke and its impact meant employers in a warehouse setting overestimate
GKS aGNB1S adz2NBAG2NRa OF LI oAf AGAS
return occurred very quicklyt was unclear whether the employers understodg

orinformedceg 2 NJ SNE F o62dzi GKS &AGNR{1S &dj

G¢KSe 2dzalx @2dz {y26xX GKS dzyRS
sometimes they see the advert on the telly where ttiee fastadvert.
You know what | mean? Where it's catastrophic. Where stroke is
catastrophic. And | don't think that they understand that there's
different, differing sorts of stroke. And | think that's where I've really
struggled because there's been thissofof @ S| KX L QY &
the word, but just like, yeah, like | say, lack of knowledge, lack of

dzy RSNEGFYRAY3IS FYR FEfyzad | &d
aLd s6+& tA1S 6881 2yS (KA&AZ Ly
gl a fA1ST W2 Mlick®&lI ¢ KA adea NBa § §

feel like, well that just shows doesn't it, that they didn't really
dzy RSNEGIF YR aiGNRB{1S o0& (GKAylAy3
(OT_06)
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{GNRP1S &adzNBA ¢
assertiveness and
proactiveness

Employers (who were also stroke survivors) recogaigeir needs anddok
action to support their work preparation and participatiokctions included
advocating folOHsupport (SS_01), sakferring for physiotherapy,
psychological, and occupational therapy input (SS_02, SS_05), seeking ins
pay-outs (SS_01, SS_05), monitoring and altering working patterns as nece
(SS_02, SS_05), and preventing cancellatianconsultant appointment
needed to permit RTW (SS_02). Some of these employers/sttokeors had
professional experience supporting others to RTW (SS_01, SS_05), and it
possible this facilitated them having the knowledge, confidence, and
professional competence needed to be proactivey S & G NR 1 S & dj
awareness of their residual limitations meant they knew no role was suitabl
for them within their workplace environment (i.e., a manufacturing factory).
The HR officer involved (07) found it helpful that the stroke survivor was op
with them about progress and capabilitiesstroke survivor in a car dealership
setting was not assertive, and did not communicate their needs to their line
manager or cawvorkers. It was reported that the stroke survivor did not want
highlight their limitations to their manager or egorkers. Consecgntly, they
had a toelarge workload and were in the wrong environment for their
attentional difficulties, i.e., too close to the front of reception. This negatively
impacted their energy levels and consequently, their home life.

dL RSOARSR AYy !'LINAf HAHHI &2 Y
that | should go to four days because | was doing 5 days, anel trh
the money wasn't that different. And because | was still having a lot

FLILRAYGYSyliaove o6{{wnHoO
ALUY 1jdzAGS LINRFOGAGSE L 3AdzSaao
GKS GAYS L al¢ KSNE LUR alez vy

what I've tried to do about it. Does that make sense? Is there anythir
else you can think of | shouléb R2 Ay 3IKQ¢ o6{{ynpo

GbSAt KAYaStT KIFLa 0SSy @SN 2L
he is, what's going on, how he's feeling, what he feels he can and cg
R2dé 69y¢YnTO

XS 6SNB dzZAGS aGNROG 2y oKI G

just doing certain tasks. And then the next thing something else was
added on, you know, just the nature of it again, isn't it? People think,
WhKI aKSUa R2AYy3I yRAKSNI {(id ag 3




Influence from other
stakeholders

Various stakeholders could influence employers or stroke survivors during {
RTW process, through their communication frequency and style, and wheth
or not they were perceived by others bBsing supportive.

For example, a complete lack of communication from other stakeholders (e
AGNR1S adz2NBAG2NI y20i NBAaALRYyRAYy3a G2
not keeping a HR manager/stroke survivor informed about RTW plans) cau
line manager (E_04) andR-manager/stroke survivor (SS_01) to feel stresse
The HR manager/stroke survivor (SS_01) was also left feeling anxious abo
paying their bills, and felt that a RTW was impossible. A further issue relate
lack of communication was that a clinical seygsor/occupational therapist
(OT_06) was unable to contribute to monitoring and managing a RTW proc
within a warehouse setting. It was also unclear whether their recommendati
NB3IFNRAY3I (GKS A0GNR1S adzZNBBAG2NI®E S
manager and cavorkers on the night shift. In this particular instance, the RT|
failed because the stroke survivor had a disagreement with an agency work
and was suspended from work for 6 months. The clinical
supervisor/occupational therapist felt thwas likely stressful for the stroke
survivor due to their preexisting financial difficulties.

A line manager (E_04) perceived a lack of support from others, who focuse
their own perceived professional remit or agenda. For example, none of the
other stakeholders in the organisation provided guidance on what the mang
should do when the stroksurvivor was missing. This left the manager feeling
FYyaNRBE +FE2ySY FyR KStLX S&aax FyR A
AdzNBAG2NI FyR (KS A0GNR1S adzZNA @2 NQ

One clinical supervisor/stroke survivor experienced anxiety linked to their
stroke, and felt their manager perceived them as being overly dramatic (thu
invalidating their feelings), because the manager based their own

understanding of stroke on their onexperience of a transient ischaemic
attack. In the case of the business owner/stroke survivor (SS_05), a colleag
within the business tried to help them with diary management, and became
resentful when it didn't work. They and another colleague left thisibess

AXGKSNB sl aydid Syz2dAK FTSSRol O
S ySSR (2 LI dzasS KSNB IyR FAYR
basically, it was a bit of a blowp at the end rather than | think at the
end | had a letter detailing all the tigs that had gone wrong. And | w3
fA1SZ W2KeK 2Keé glaydd L dGd2tR

ONR&AE Ol aAOlLfteadQé
(OT_06)
. dzi KS GKSYy KIR Fy20KSNI 1AYR

the financial side, that was a worry to him. You know, with like, sickn
0SySFAlZ KS O2dA Ryuid O2@SNJ (KS

a!'yR a2 L FSt4G F oAdG FdG asSrz
Iw YR S@SNeB2yS StasS RARyUdld NB
da¢eKSe Ot SENIeé R2yUul OlsthSbutthisdthed
LISNE2Yy (GKFGUa @dz ySNIofSad ¢KIG

GXakKsS Khra GKFG SEL
there weresometimedi K I i & K




when the stroke survivor confided in them about their low mood. The busing
owner/stroke survivor was left with extra work and felt shamed and bullied.
Their husband was also very unsupportive and this was a shock to the stro
survivor. They felt it wagartly due to their residual limitations being invisible,
and the stroke survivor was left feeling invalidated.

Some employers had no previous training on having difficult conversations
staff (OT_03, E_04), whilst others had been in their managerial or HR roles
number of years and had this experience (SS_02, E_07). Skills in this type
communication enbled a HR officer (E_07) to prepare a stroke survivor for {
likelihood of redundancy (i.e., manage their expectations). In another instar
(SS_02), when a manager was upfront and open in their communication, it
facilitated the stroke diagnosis becausey encouraged the clinical
AdzLISNDA&E2NKkaAGNR]TS adZNODAG2NI 2 68
be honest about their experience of a transient ischaemic attack also helpe
the clinical supervisor/stroke survivor to deal with being different tostother
stroke survivors (i.e., younger), not to dwell too much on negative aspects
the stroke, and to have hope that things would get better.

In other instances others were helpful to employers and stroke survivors. F
example, family members got in touch with employers to inform them about
GKS aGNR1S 2N adNR|1S adaNDAG2NDa K
provided psychological and pttazal support to a line manager (E_04) and
stroke survivor (E_07). Similarly, information from health professionals in th
National Health System or private sector (e@Fs, occupational therapist§H
consultant neurologist) had helped employers (inibhg the business
26yYSNkaldNR1S adz2NBAG2ND G2 fSINYy Y
medication, and recommendations for future work participation (SS_02, SS
E_07). The HR officer (E_Q7) felt this information helped them to realise thg
wasunsuitable and unsafe for the stroke survivor to return to their previous
working role in the manufacturing factory.

a{ KS {Kl&ctuallg had a situation with her and another work
colleague where | felt | wagthat they decided | should be better by
y26> FyR (KS& NBIffe aKIFIYSR YS

aLd sl a ySOSNI alAR 2dziNRIKGZ 4
he never came to any of those appointments. So he would treat me
everything was just exactly the same. So | was beirgy much felt
AYOLEEtARFGSRdE o60{{ynpo
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XaKSuya akKlk NBR LIS NFod khbwi to kiek g rdalis
GKIFIG aKS R2S8a 1y2¢ IyR tA1S8 (K

GXKS waSyA2NI YIyl3ISNB fSi YS &
A0dzF¥ 61 adé 69y¢Ynnvo

aL GKAYl GKS@QNB witAyS YIylF3SN]
FYR &dzLILl2NIIAGBS F2NJI bSAft dé 69 yn

AXKS g1 & FTAYS 6A0GK LIAOLAY3I- vkl
G2N)] ljdzAdS ¢Stttz NBIFfte gStft
(E_04)

OWSLIEZ2 NI FNBY blidAz2zylf 1 SIfGK {
of looking at the foreseeable future and what may or may not be
I OKAS@BSRPE O09UYnTO
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Contextual characteristics and resources

Workplace environment
and policies/procedures

Employers had concerns around the safety and accessibility of workplace
SY@ANRBYYSyitazr yR GKAa Ay O2YO0AYLl
limitations or behaviours (e.g., limited mobility, flustered easily) hindered th
stroke survivor being abletreturn to their previous working environments.
Examples of these roles included teaching catering skills to prisoners (OT_
busher role within a manufacturing factory (E_07), and HR manager workin|
the first floor of an office (no lift availabl¢$S_01).

Availability of resources to support employers or stroke survivors varied. Fg
example the line manager (E_04) was not offered counselling or emotional
support, despite revealing symptoms of stress. In prison service or charity
settings (OT_03DHinput was minimal (i.e., one appointment only). Short
staffing (OT_06) meant that emorkers were unavailable to supervise or be
shadowed in a warehouse setting, and there were restrictions with having g
flexible work schedule in a car dealership. At sizene time, availability of an
employee assistance program enabled a HR officer (E_07) to give a stroke
survivor access to counselling or debt advice. The business owner/stroke
survivor (SS_05) had to work very hard to keep their business going forwar
and this neant that they could not take enough time off pestroke for
recovery. However, they were able to invest time and money (some of whig
was given by family) into their business and personal development, and fun
their own psychological support.

Policies and procedures within organisations (or lack thereof) could hinder,
prevent, or make it stressful for an employer to support a stroke survivor ba
Ayildz 62N]® C2NJ SEI YLX ST 2yS ailNR|
changed at the beginningf each month due to payroll procedure in the car
dealership setting (OT_06). Consequently, their hours were not changed w
needed. The occupational therapist interviewee was unsure whether this w
linked to the manager not wanting extra paperwork, dnether payroll refused
to accommodate the changes throughout the month. Another clinical
supervisor/stroke survivor (SS_02) had a lengthy time off work due to their
workplace telling them they needed an appointment with their consultant to

aXiKSe 1S alreAy3a 6l a GKSAN LI
the prisoners. So her role was to train prisoners in catering? And so
be looking after 8 to 10 of them in a in a kitchen environment with lof
of potential weapons and things likeK I G ®¢ o6 h ¢ wnov

axXikSe gSNB a2 o0dzae FyR &dK2NI
their own thing, and weren't able to supervise him as well when he
A0 NISR R2Ay3 KAA GFatadé oheuy

But there were times where she was having to stand in, because sh
didn't have the staff to start at 8:00 to cover the service desk or
whatever was needed. (OT_06)

aL Ffaz2 KFr@S KFR | o0dzaiaySaa 02
zKAOK LY@GS Ay@SaiSR F t2G 2F Y
thati K2aS KIF @S | ta2 YIaairgsSte KSH
a{2 Al s-a&a tA1S8ST &SIKZ GKFG &t

adjustments at a certain point in the month. It wasn't particularly
I QGdzr tfe& YSSGAy3d KSNIySSRaod L
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receive sigroff on their ability to RTW beforehand. The long time off (delaye
due to COVIEL9) meant that they could not gauge their progress following tl
stroke. Elsewhere, a clinical supervisor/occupational therapist (OT_03) felt
acharityorgari i A2y Q& t1 01 2F LRtAOASE |
for the employers.

aXAd ¢gla GKS FANRG GAYS GKS@UR
significant injury, um, so they didn't know how to deal with that. So |
think that was stressful and they sort of realised OK, we don't have
policies for this. We donitwe don't know whatwNBS R2 Ay 3
(OT_03)

Where relevant procedures and policies were available, they helped the aXiKS aardlySaa LRtAade (Stta &2
employers know what to communicate with people on lelegm sickness of staff, the frequency of contact and things like that. I've been used
absence (E_04, E_07). Other useful aspects included guidanceonconducf R2 Ay 3 |t f 2F GKIG addzZFFfFoé o69yn
risk assessments and planning a phased/Rand paperwork) (SS_02, E_07),
Fftt2Ay3a GAYS 2FF T2NJ AadNRB1S adzNW]axegS KI @S Li&anlidr Snuberbf rdagogsiwe always d
LIKF&SR we¢2 & ySOSaalNe (G2 YSS{G | aworkplace risk assessment. You know, to try and identify are there
the stroke survivor to start with basic duties rather than full dsti€S_02), and NA a1 4> &2dz 1y26 AT 6S ySSR (2
providing the option of going pattme with working hours (SS_02).

Healthcare system: Timing | Sometimes it took several weeks or months for a diagnosis of stroketobe [ a { 2 Y& aé&vLli2zya o6S3ly |4 GKS S

of stroke diagnoses and
referrals

confirmed by healthcare professionals, and one business owner/stroke sur
0{{wnp0 YSyilArAzySR (KI{i RSFHfAYy3 gA
them. High frequency of agiintments was another extra burden for employe
(who were also stroke survivors) (SS_02, SS_05) to deal with, and this
contributed to disrupted patterns of working upon their RTW. One clinical
supervisor/stroke survivor (SS_02) was able to overcomesthir iby changing
their working days from 5 to 4, leaving one day off for appointments each
56881 hiKSNI AaGNR1S adzNOAG2NBEQ Aaa
they were referred for specialist support too late (SS_01, OT_06), or it was
never arrangd (SS_05). The business owner/stroke survivor (SS_05) felt th
were left to their own devices because of being a younger age than most ot

advice and investigations and | was actually diagnosed in the summ

HAaMe a KFEGAy3 KFER | aGNB1Soé

ALUGS y294 SSy 2TFSNBR a2Y$S wb
tAGGES 0AlG tA1S G22 tLaSdé o6{{
aL GKAYl L sla tSF¥d t2yS G2 Y

reasons for that in that | was quite young, so | was 45. And obviously
was able to walk out of the stroke unit, so | appeared very well and
probably at that point- you know, | wa functioning at some kind of

stroke survivors, a healthcare professional themself, with hidden disabilites t S@St X ¢ KSe +Ffaz2 1yS¢ L é6la | K
OSNIFAY FY2dzyd 2F3 ¢Stttz aKS |
Legislation, welfare, and Legislation guided the actions of the employer in two cases. For example, i
pay-outs from insurance instance, a stroke survivor had gone missing and was not respondingtoph| ¢ ¢ KS& ¢ SNB ® SNE YdzOK O2y OSNYS
policies calls. The line manager (E_04) was very concerned and contacted the GgSNB FyR y2i i Ftt @gKFG 2dzNJ LJ
safeguarding team to ask fodeice on what they should do. The team did no{ (E_04)

offer guidance, and were only concerned about legal responsibilities.
Elsewhere, a clinical supervisor/occupational therapist (OT_03) reported th




knowledge of legislation caused t@Hadvisor for a charity to conclude that
they were obliged to retain a stroke survivor in their role.

Where stroke survivors had their own insurance policies, these had not res
in payouts due to them not meeting the related eligibility criteria. For exam
one HR manager/stroke survivor (SS_01) had critical illness cover but their
stroke was not cosidered severe enough for a payt. The business
owner/stroke survivor (SS_05) had income protection cover but in order to
receive a payut they needed to be off sick for 12 weeks. The need to carry
running their business meant they were unable todfesick this amount of
time.

In another instance, the organisation had an insurance policy in place to pa|

a1'S O2dZA RyUid ljdzAdS R2 KAa 2200
skills to offer. So it was like under equal opportunities. You are oblig
18SL) KAY AY 62N] ®¢ 6he¢ynoo

d L K lingofe profection policy, but it doesn't kick in unless you'v

had at least 12 weeks off sick, completely off sick. So a return to wo
LX -y | Oldzrtte StAYAylri(iSa e2dz ¥

aL YSFYy Ay GSN¥Ya 2F AyadzaNl yOS:s
were able to sort of move him onto half pay so that he was getting

KFEEF Iy SYLXz2eS8Qa alflINE AT (KS@a|LIlevySyildoe {2 GKIFIGUa 06SSy KSf L¥dz
instance, the HR officer (E_07) found it helpful knowing that the strokesurvy 2 { | € @€ 069 ynT 0
was in receipt bhalf pay linked to this policy.
Global and local events at | COVIELY caused a lot of issues for employers and stroke survivors (SS_02
the time of the RTW procesy E_04, SS_05, OT_0Bkludingstaffing issues; fear and uncertainty around
finances and the possibility of a RTW; and increased workload to alterand | ¢ ¢ KS & dF FF ¢ SNB & (i NB atafEdRit waSCOVIDz

adapt to new working practices. For example, one line manager in the Natig
Health System (E_04) was required to adapt working mestivhilst managing
a team of 20 staff who were all stressed, due to low staffing levels. They
believed the lack of support from other departments (i gafeguarding, HR,
OH may have been due to those departments experiencing staffing issues
needing to prioritise other things. Fear and uncertainty were experienced by
clinical supervisor/stroke survivor (SS_02) because their appointments wer
delayed, including one with consultant needed to sign them off as being reg
to RTW. This led to them feeling anxious and they started to experienee se
doubt about whether they would be able to RTW. Similarly, the business
owner/stroke survivor (SS_05) wéearful and uncertain about whether their
business would survive. All meetings (including psychological support) had
move online; this compounded the feeling of being unsupported and isolate
and was difficult due to their issues with visual fatigunel hearing difficulties.
Their workload tripled overnight and they had to stop their phased RTW.

and we were all kind of figuring out all of this stuff as we went along.
there was a lot of changes in direction from a management perspect
about how we were managing the waiting lists, all of the activity we

wouldhavetopuli 2 | ff2¢ a20Alf RAAGIH y(
aL gka FritAy3a 20SNI YR GKSy L
6Fa GKAYLAY3IS Wi2g Y L 3J2yyl

definitely maybe like the November, the October, November, | was li
GFAGAYT F2NOKFG | LIRAYGYSYy G oé

G¢KS NBUdz2NYy G2 é2N)] LXLy éSyi
trying to manage, we were very much a fate-face service, so all our
Of AYAOALya 3JI2Ay 3 2dzi - liod kndW, allSy i
worked out what was happening with COVID, we wererttgio put a
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Other local events within organisations (not related to CO}pincluded
OKFy3s8a G2 adGdlr¥¥Ay3a FyR LINBOSRdAzNB
and the work site being due to move to another warehouse (OT_06). A clin
supervisor/occupationalrterapist reported that these local events were
stressful for the management team at the time. The same occupational
therapist also reported that recall of vehicles in the service department of a
dealership meant that the stroke survivor could not getaaking space by the
front door. The parking space had been requested due to the stroke survivg
having sensory issues.

lot of effort into planning first of all how we were gonna try and
O2yliAydzS RSt ABSNAYy3I &aSNBAOSA b

GeKSe gSNB RdzS (2 Y20S g4I NEK2dz
toadifferenta A 0 SXGKIF G é2dZ R 6S | RRAY T
and it meant that maybe his role would change as well, or he might |
to travel a bit further. So that probably added to their stress level, theg
tAYS YIylF3aSyYSyid FyR (GKS YlIyl 3§

G{KS ¥F2dzyR (KI G NBIFIffe &adNBaa¥
So I'd asked that she had a space at iy the front door. But then
there was a recall of vehicles which meant the service department w
extremely busy, which meant there wias way she could park at the
FTNRYy(GDPE 6he¢cynco
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Appendix B.1. Completed GUIDED checklist.
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